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SIR JAMES WALTON, K.C.V.O., M.S., F.R.C.S., B.Se. 


SURGEON TO THE 


LONDON HOSPITAL 


The dictum that it is casier to learn how to operate than 
when to operate is well exemplified in the treatment of 
jaundiced patients. The causes of jaundice are many, 
and they are not all amenable to surgical treatment. The 
patients are in a toxic state, and have to be carefully 
prepared and the time for operation has to be cautiously 
selected. At operation the choice of the best and safest 
technical procedure has to be thoughtfully considered, for 
all such procedures are prolonged and difficult. 


Obstructive and Haemolytic Jaundice 


If there is an obstruction to the flow of bile 
has been formed in the normal way it is reabsorbed into 
the circulation, permeates the tissues, and causes general 
the other hand, there is an in- 
red blood corpuscles the pigment 
js formed in excess ; the liver, even in the absence of 
obstruction, may be unable to excrete it sufficiently 
rapidly, and jaundice results, but usually to a lesser 
degree than in the obstructive types. 

There is an intermediate type in which the liver cells 
are disorganized or in part destroyed by some toxic factor, 
and thus cannot excrete the bile, but in such cases the 
inflammatory processes have probably also caused some 
obstruction of the small bile canaliculi. It is naturally 
the obstructive types which most readily lend themselves 
to relief by surgery. The causes of obstruction are many, 
but when one considers the length of the common bile 


which 


pigmentation. If, on 
creased destruction of 


duct, its narrow calibre, and its close and intimate 
relationship to other structures in its lower part, it 
is remarkable that obstructive jaundice is not more 


common. The lower portion of the common bile duct 
is in very close relationship to the head of the pancreas. 
It may lie in a groove between this structure and the 
posterior wall of the duodenum, but in 50 to 60 per cent. 
of all cases it is completely embedded in the head of the 
pancreas, and thus may readily be obstructed by a 
pancreatic lesion. 


Carcinoma of the Pancreas 


Carcinoma is the commonest growth of the pancreas, 
and although it may be secondary to a carcinoma of the 
stomach, by direct invasion, the most usual lesion is 
primary. In this case it often begins in the head of the 
gland and leads to early obstruction of the common bile 
duct. Turnbull believes that it most usually originates 
in the terminal portion of the pancreatic ducts, which 
would explain the frequency of its position and the fact 
that the pancreatic and common bile ducts are so often 
obstructed. 
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The lesion is apparently not uncommon. It would 
appear to have occurred in fifty-six cases in my own 
practice. These figures are, however, uncertain, for they 
are based on operative findings only, and it is very rarely 
that at operation one can safely remove a portion of the 
gland for section. Not only can the condition be easily 
confused with chronic pancreatitis, but it would seem 
from the clinical history that it is not infrequently grafted 
upon a preceding pancreatitis. Nevertheless, in my own 
series there was only one case which did not follow the 
course to be expected with an inoperable carcinoma in this 
situation. This one case, as the subsequent history 
showed, was almost certainly one of chronic pancreatitis. 


Taste I.—Frequency of Obstructive Lesions 





| Total | 





| Obstruction Males | Females 

Gall-stones ... ies ae 843 192 651 
Stones in C.D. i 166 40 126 
Obstruction of C.D. ... | 129 31 98 
Recurrent stones: 

Gall-bladder ..  ...| 18 6 12 

Common duct ... 29 8 21 
Reconstruction of C.D.... 37 9 28 
Injuries bien er Se 19 3 16 
Carcinoma of G.B, ret 31 7 24 
Carcinoma of C:D. a 33 8 25 
Carcinoma of pancreas 56 39 29 27 
Chronic pancreatitis... 69 37 35 34 

















Analysis of cases up to August, 1935 


The sexes appear to be equally affected, for in this 
series there were twenty-nine males and twenty-seven 
females. There is usually a short history, but sometimes 
the patients have suffered for many years with dyspepsia 
of a type suggesting the initial presence of chronic pan- 
creatitis upon which carcinoma has developed. The 
patients are generally over middle age, only two of my 
own series being below the age of 40. There is usually 
pain, which is constant and severe, at first localized to 
the epigastrium but later radiating to the back and to the 
left shoulder. At times there may be a severe attack of 
radiating pain, sudden in onset and resembling the pain of 
biliary colic, but showing no relation to the onset of 
jaundice. 

Type of Jaundice 


This latter symptom is common, and is the one which 
most usually permits of an accurate diagnosis ; it was 
present in thirty-nine of my own cases, and in its most 
characteristic form it is constant and steadily progressive ; 


[3932] 
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in its later stages the bright orange and red of a recent 
jaundice disappears and the patient becomes of a dark 
grey-green colour, so that in advanced cases it may be 
overlooked, the patient having more the appearance of 
a half-caste than of a jaundiced man. It is in these 
stages associated with an intolerable itching of the skin, 
so that the patient cannot keep still or even sleep. With 
a complete obstruction of this type the stools are white 
and free from bile, and the urine is deeply pigmented. 
The appetite may be greatly impaired and vomiting may 
occur, but the latter symptom is not predominant unless 
the growth has led to duodenal obstruction. In the later 
stages the jaundice may decrease, and in such cases it 
is often found at operation that the dilated ducts are full 
of clear fluid like watery mucus, the so-called white bile, 
indicating severe back pressure on the liver, with con- 
sequent failure of its bile-secreting function. At times 
there may be pyrexial attacks, or even rigors, suggesting 
a diagnosis of cholangitis. The patient is wasted and 
enfeebled, he is deeply jaundiced, and the skin is much 
The liver is large and firm, and the gall- 
some 


excoriated. 
bladder can generally be felt much distended. In 
cases, however, it is so deeply placed under the liver that 
it is not palpable, while if gall-stones are also present 


it may be contracted and fibrous, owing to old  chole- 
cystitis. 
The characteristic points are the short history, the 


constant pain, the progressive jaundice passing on to a 
green colour, the complete absence of bile in the stools, 
and the dilated gall-bladder. The presence of colic and 
rigors May Cause an erroneous diagnosis of a stone in the 
common duct, but even in such cases there is rarely a 
close time relationship between the attacks of colic and 
jaundice, and the history is usually shorter. 


Pancreatitis 
The acute forms of pancreatitis are rarely associated 
with jaundice and the subacute forms only occasionally so. 
The chronic varieties may manifest themselves by several 
groups of symptoms, probably owing to variations in the 
extent and rate of deposition of the fibrosis. Three such 
clinical groups may be recognized: 
1. Those with predominant gastric symptoms. 
2. Those showing obstruction of the common bile duct. 
3. Those 


There is, however, no sharp line of distinction between 
these groups, for a case which at first presents only 
gastric symptoms may later become jaundiced, and at a 
later stage still diabetic. The diagnosis of the condition 
at operation presents similar difficulties to that of carci- 
noma, for not only may a chronic inflammatory mass 
localized in the head of the gland resemble a carcinoma, 
but a carcinoma itself may be secondary to the pan- 
In my own series there have been sixty-nine 
two of these developed 
diagnosed at 


producing diabetes. 


creatitis. 
cases of pancreatitis ; 
carcinoma at a later date, and 
operation as chronic pancreatitis, probably had carcinoma. 
As with carcinoma of the gland, the sexes are equally 
in my own series being males and 
In rather over half—thirty-seven out 
dominant symptom was jaundice. 


chronic 


one case, 


affected, thirty-five 
thirty-four females. 
of sixty-nine—the 


Differential Diagnosis 

The diagnosis from gall-stones often difficult, the 
difficulty being increased by the fact that in nearly 25 per 
cent. of cases gall-stones were also present. The history 
may reveal the past attack of acute or 
subacute pancreatitis, or there may only have been some 
years’ history of mild dyspeptic symptoms. Occasionally 


was 


presence of a 
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the dyspeptic history may have been present only for 
a few months, so that the history resembles that of a 
carcinoma of the stomach. Not infrequently there are 
attacks of severe colicky pain, which are almost identica 
with those due to gall-stones, but they may occur when 
no stones are present. They generally show, however, 
no time relationship to the onset of jaundice. 

Once the jaundice has appeared it is usually steadily 
progressive, although occasionally there may be a transient 
premonitory attack before the onset of complete obstrye. 
tion. It has usuaily been present for some weeks of 
months before surgical aid is sought, and as soon as jt 
is complete shows the same characteristics as that found 
with carcinoma of the pancreas. There is the same 
green-grey colouring, the same intolerable itching of the 
skin, the completely bile-free motions, the urine laden 
with bile, the general wasting, the firm enlargement of 
the liver, and the distension of the gall-bladder. As with 
carcinoma, rigors may occasionally be present, and in 
the later stages jaundice may seem to decrease as the 
liver function fails, in which case white bile may be found 
in the dilated ducts. Evidence of failure of the external] 
or internal secretion of the pancreas is, however, more 
common than in the case of carcinoma. 

The presence of the colicky attacks of pain may lead to 
an erroneous diagnosis of gall-stones, but the character 
and steady progress of the jaundice and the presence of 
a dilated gall-bladder will more closely resemble carci- 








noma of the pancreas. The longer history, the past 
attacks of acute or subacute pancreatitis, or definite 


changes in the secretion of the gland may point to an 
accurate diagnosis. 

In both these conditions the question of surgical treat- 
ment is difficult. No operation must be considered as 
long as it is possible that the lesion is one of prolonged 
catarrhal jaundice or of toxic hepatitis, but on the other 
hand relief should not be withheld until the liver function 
has failed and the dilated ducts contain white bile. As 
a rule, if the jaundice has persisted for six weeks it may 
be fairly assumed that the obstruction is organic. At 
operation it is often impossible to distinguish between 
the presence of a carcinoma or a chronic pancreatitis, but 
the combination of the clinical history with the operative 
findings will usually lead to an accurate diagnosis. In 
my own series there was only one error of this nature in 
the fifty-six cases of carcinoma and one also in the sixty- 
nine cases of chronic pancreatitis. 

Very rarely a localized carcinoma may be found which 
it is ‘possible to excise. Generally, however, only a 
palliative operation is feasible, and takes the form ofa 
short circuit between the dilated gall-bladder and either 
ihe stomach or duodenum. Rapid relief of the jaundice 
usually follows, and it is the after-progress of the case 
which makes the diagnosis certain. If the lesion has 
been carcinoma, metastases will usually appear within a 
year, but a chronic pancreatitis may remain permanently 
cured. 

Carcinoma of the Bile Ducts 

A carcinoma in the duct is a relatively rare cause of 
obstructive jaundice. In most of the reported statistics 
carcinoma of the gall-bladder occurs about twice as fre- 
quently as that of the ducts. In my own series, however, 
a lesion of the ducts was the more common, there being 
thirty-one cases of carcinoma of the gall-bladder and 
thirty-three in the ducts. In eight of these cases a lesion 
was found in both situations. As with carcinoma of the 
gall-bladder gall-stones may be found in association with 
a lesion of the duct, but they are, as a rule, less common. 
Thus in my own cases stones were present in eleven of 
the thirty-one gall-bladder carcinomas and in eight of 
tiie thirty-three duct lesions. 
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Taste II.—Statistics of Cases of Carcinoma of the Gall-bladder 
and Ducts up to 1935. 
Carcinoma of gall-bladder ose eos ose ene 31 
Without stones aba so ovo —— 
Carcinoma of ducts pon ee = ates —. oe 
Without stones — eae oe yon due 25 
Ampulla : -__ ee se am -~ 
Common duct ... 7 one wade ee: mune 6 
Junction eas oes we eee ove sss 3 
Hepatic ducts wee as aia ae ~~ 3 
Hepatic ducts sae Ae bon ee ne 3 


The neoplasm may arise in any portion of the ducts 
but very rarely in the cystic duct. Since the symptoms 
and treatment will vary with the position of the growth, 
the four following varieties have to be considered. 

1. Carcinoma of the ampulla (Fig. 1). 

2. Carcinoma of the common duct between the ampulla 


and cystic ducts (Fig. 2). 
3, Carcinoma at the junction of the cystic and common 
ducts (Fig. 3). 
4. Carcinoma of the hepatic duct above the cystic 
duct (Fig. 4). 









oF 1 Fic. 2. 
Fic. 1.—Carcinoma of the ampulla., All ducts and gall- 
bladder distended with bile. 
Fic. 2.—Carcinoma of the common duct. Common and 


hepatic ducts an 


duct free. 


Pancreatic 


with bile. 


1 gall-bladder distended 





fone 
b) 
2 OS’, 






3. Fic. 4. 

Fic. 3.—Carcinoma at junction of ducts. Hepatic duct dis- 
tended with bile. Gall-bladder distended with mucus. Common 
duct collapsed. 

Fic. 4.—Carcinom: of hepatic duct. Hepatic duct distended 
with bil Gall-bladder and common duct collapsed. 

If the growth is situated in the ampulla it will lead 
to obstruction of both the common bile duct and the 
pancreatic duct. The absence of the external secretion 
of the pancreas may lead to recognizable changes in the 


stools and the back pressure upon the pancreas may inter- 
fere with its internal secretion, so that the diagnosis of 
the site of the obstruction may at times be possible. 
Owing to dilatation of the ampulla there may be ascending 
Sepsis with rigors. 
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If the growth is situated just below the cystic duct the 
conditions will be similar, but the pancreatic duct will 
escape and the pancreas can carry out its usual functions, 
as regards both its internal and its external secretions. 
In both these conditions the symptoms will be identical 
with those of carcinoma of the head of the pancreas, and 
it is rarely that a definite diagnosis can be made before 
operation. In both the gall-bladder will be distended with 
dark, thick bile, unless gall-stones have been present, when 
the bladder may show so much chronic cholecystitis that it 
has lost its function. In some cases the bile may be so 
concentrated that it gives a shadow in the # rays similar 
to that seen after the administration of dye ; the gall- 
bladder is, in fact, filled with a liquid stone. Advanced 
cases, again, may show a diminution of the jaundice, in 
which case the ‘dilated ducts and gall-bladder may be 
filled with white bile. 

It may occasionally be possible to excise a carcinoma 
of the duct through the duodenum and suture the divided 
ends of the dilated ducts to the posterior duodenal wall. 
Rarely, also, it may be possible to excise a carcinoma 
of the duct when situated above the duodenum, the 
divided ends of the duct being sutured or the dilated 
upper end directly or indirectly implanted into the 
duodenum. As a general rule, however, a_ palliative 
cystoduodenostomy or a cystogastrostomy is alone possible. 

When the growth is situated at the junction of all three 
ducts there is the same clinical picture, but in this case 
the bile cannot enter the gall-bladder, which is dilated 
because its own mucoid secretions are unable to escape. 
It is important at operation to determine that this is the 
case and to distinguish the condition from dilatation of 
the gall-bladder with white bile. It is very rarely that 
the gall-bladder and growth can be excised and the duct 
re-formed, but at times it is possible to overcome the 
jaundice by reconstructing a new duct between the 
duodenum and the dilated hepatic duct. This was pos- 
sible in six of my own cases. When feasible it is then 
necessary in most cases either to remove the gall-bladder 
or to drain it externally or into the duodenum. 

When the growth is in the hepatic ducts above the 
cystic duct the gall-bladder is collapsed, as is the common 
bile duct below. In such cases it is unusual for any 
portion of the dilated duct to be seen above the growth, 
and then it is not possible to overcome the obstructive 
jaundice. If a portion should be accessible it may be 
possible to form a new common bile duct. 


Congenital Dilatation of the Common Bile Duct 


There is a rare and remarkable condition in which a 
portion of the common bile duct shows an enormous con- 
genital dilatation. In my own series of 1,118 operations 
on the biliary tract there have only been two examples. 
It may manifest itself at an early age or only give ill- 
defined symptoms, which are unrecognized until adult life 
is reached. About 90 per cent. of the reported patients 
have been females, as were my own two cases. The cyst 
may be relatively small or increase to the size of a coco-nut, 
and its opening may be of the normal size, but valvular 
in character, or in some cases may be much constricted. 
The hepatic and cystic ducts may open together cr 
separately into the upper part. In some cases the gall- 
bladder is not dilated. 

The symptoms in the earlier stages are nearly always 
periodic but later become more constant, with exacerba- 
tions. Although they are characteristic, consisting of pain, 
jaundice, and the presence of a tumour, only a few of 
the reported cases were accurately diagnosed before opera- 
tion. The pain may be-constant or colicky in nature, 
the jaundice may be deep or so slight as to be almost 
unrecognized, and the tumour either quite small or so 
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large as to have been mistaken for an ovarian cyst, or 
even for pregnancy. The long history of periodic attacks 
dating back to childhood should suggest the possibility 
of this condition. 

The ideal treatment is lateral choledochoduodenostomy, 
but if the patient is very ill it may be better to perform 
a temporary drainage, postponing the lateral anastomosis 
until the patient’s condition is improved. 


Fibrosis of the Common Duct 


A stricture of the common duct is said to arise after 
ulceration of a stone, but there has been only one case 
in my series where this might possibly have been the 
sequence of events. To-day the commonest cause of such 
an obstruction is injury of the common duct during the 
operation of cholecystectomy. This operation, and to 
my mind rightly, has displaced cholecystostomy as a 
routine procedure. It is, however, often an operation 
of considerable technical difficulty, and since there is 





Fic. 5. Fic. 6. 


Fic. 5.—Loop of common duct drawn up and mistaken for 


Fic, 6.—Common duct injured in clamping cystic artery. 





Fic. 8. 


ystic and hepatic ducts. Common 


ich adherent to common duct. 





no area in the body which is more subject to anatomical 
variation, the common duct is always exposed to great 
danger during surgical manipulations. It may happen, 
however, that the duct is cut across during what appears 
to the surgeon to be one of the easiest cholecystectomies 
he has ever performed. 

[here are four common methods by which the accident 


+ 


may arise. In the first a loop of the common duct is 
drawn up, and being mistaken for the cystic duct is 


It is this type of accident which is 


cut across (Fig. 5). 
so liable to occur with an easily accessible and mobile 
gall-bladder where the operation appears to be simple. 
In the second the cystic artery is either cut across un- 
because it occupies an abnormal position 
or the ligature of its stump slips. The cut end retracts, 
and the field being obscured by blood the common duct 
is caught in the clamp and injured (Fig. 6). In the 
third and fourth conditions the anatomy is obscured by 


intentionally 


adhesions either between the cystic and common hepatic 
ducts (Fig. 7) or between Hartmann’s pouch and the 











common bile duct (Fig. 8). The main duct is then cy 
in mistake for the cystic duct. Ina few cases the 
error is recognized at the time of operation, when ap 
immediate attempt should be made to unite the divided 
ends, a step which is frequently successful. If the 
accident be overlooked one of two results may follow, 
Bile may flow from the wound and a complete biliary 
fistula be established. In this case the patient’s condi. 
tion will remain fairly good, as there is no back pressure 
on the liver, but the proximal end of the duct will be 
collapsed, and will therefore be difficult to find at opera. 
tion. On the other hand, little or no bile may escape, 
the upper end of the duct may heal, and a complete 
obstruction result. In this case there will be profound 
and constant jaundice, with complete absence of bile in 
the stools, and a clinical picture will arise resembling 
that seen with carcinoma or chronic pancreatitis, but the 
gall-bladder having been removed no swelling will be 
found at this site. These patients will rapidly become 
bad surgical risks owing to the back pressure on the liver, 
but the proximal end of the duct becomes dilated, and 
is therefore more easily recognized at operation. In 
either case further operative procedures are essential, and 
since the lower end of the divided duct is usually so 
atrophied that it cannot be found, some form of recon- 
struction of the duct is necessary, an operation which is 
usually prolonged and always technically difficult. 


Stones in the Common Bile Duct 


Stones in the gall-bladder may at any time pass down 
the common duct ; the passage of each will as a rule be 
associated with an attack of severe colic followed in a 
short time by jaundice. If the stone passes into the 
duodenum the jaundice will be transient and give rise to 
but few symptoms, although for a day or two the stools 
may be white and the urine dark. If, however, it becomes 
impacted a more persistent and severe jaundice will arise, 
It is well to remenyber that a stone may be found lying 
in the common duct when the patient has never had 
jaundice, and thus in all cases of gall-stones the operation 
cannot be considered complete unless the common duct 
has been examined. It will be noticed that in my own 
series (Table I) there were 166 cases of stone in the 
common duct, but only 129 of these had jaundice. That 
is to say that in thirty-seven cases the stone or stones 
were lying so loosely in the duct that the bile was able to 
pass freely. The 129 cases of jaundice occurred in a total 
of 843 patients with gall-stones, so that in this series 
stones had passed down and become impacted in the 
common duct in one in eight of the cases. 

Owing to the shape of the duct impaction of a stone 
is more likely to occur at the papillary opening into 
the duodenum. It is customary to describe three sites 
of impaction—supraduodenal, retroduodenal, and _intra- 
duodenal—the stone in the last case being impacted m 
the portion of the duct which lies in the thickness of the 
duodenal wall. It is true that there are different methods 
of approach to these three portions of the duct, but in 
practice these sites are seldom of importance, for nearly 
all stones can be reached from above and drawn up into 
the supraduodenal portion, 


Symptoms of Impaction 

In the majority of cases impaction of the stone is 
transient and is due to a spasm of the duct, which grips it 
tightly and is probably the cause of the colic. After a 
time the spasm ceases, the colic abates, the bile passes 
onwards, and the stone itself may enter the duodenum 
through the papilla: if it fails to do so there will be 4 
certain degree of back pressure and infection. Attacks of 
colic with obstruction will occur at intervals, each leading 
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to jaundice and a certain amount of dilatation of the 
common duct. If the back pressure be considerable the 
jaundice will be severe, the liver will enlarge and in some 
cases may cease to function, thus leading to the forma- 
tion of white bile in the dilated ducts. This is much less 
common than in the case of carcinoma of the ducts or 

ancreatitis, for the obstruction is less likely to be com- 
plete. Mild degrees of infection will lead to the deposit 
of pigment calcium around the stones, thus causing them 
to increase in size, but the newly deposited layers will 
never contain cholesterol. Such a stone if cut in half 
may show lamination in the centre corresponding to the 
stone formed in the gall-bladder and a homogeneous 
brown outer layer formed in the duct. Thus if a recur- 
rent stone be found in the duct after removal of the gall- 
bladder, and the stone is laminated, it is certain that it 
was overlooked at the first operation and is not a true 
recurrence. In this way the stone may grow to a con- 
siderable size, and owing to the infection may cause 
ulceration of the ampulla or papilla, so that occasionally 
it may ulcerate into the duodenum and the condition be 
spontaneous! y cured. So happy a result is, however, a 
yery rare event ; more frequently the infection progresses, 
and passes on to an acute suppurative cholangitis. 

In a typical case there will be a long history of dys- 
pepsia, suggestive of stones in the gall-bladder associated 
in the latter stages with attacks of colic, due to the 
attempted passage of stones down the cystic duct. Later 
on stones will enter the common duct, and the attack of 
colic will be followed in a few hours by the onset of 
jaundice. If the stone passes, the colic will soon abate 
and the jaundice will disappear. In some cases the stone 
may pass into the common duct, but not be impacted, 
and there may be neither colic nor jaundice. In others 
the past history of dyspepsia may be slight and in the 
first attack of colic the stone passes into the common duct 
and jaundice appears. When the stone becomes impacted 
the patient will give a history of a severe attack of colic, 
which lasts for several hours or days and only gradually 
abates. It is followed by jaundice, which iv persistent 
but is variable in degree, for at times the spasm will abate 
and allow the bile to pass. Probably because of this 
intermittence the patient remains of a _ bright orange 
colour, and rarely passes on to the grey-green colour 
seen with the complete jaundice of carcinoma. The stools 
will be white and free from bile and the urine will be 
dark, but in the periods of intermission bile may be 
visible in the stools or may be found on chemical exam- 
ination. In the later stages there may be itching of the 
skin, but this is rarely so marked as in the case of com- 
plete obstruction, although it may be a most distressing 
symptom. Loss of weight may be very marked, and 
therefore is no indication that the obstruction is due 
to carcinoma. If cholangitis is present there may be 
multiple rigors. 


Signs of Impaction 

On examination the jaundice will be evident, the liver 
will be found considerably enlarged, firm, and with a 
well-defined edge, but is rarely tender, unless there is 
cholangitis. The gall-bladder is said not to be dilated, 
but there are exceptions to this rule, so that the presence 
ofa tumour in the gall-bladder region does not of neces- 
sity exclude the possibility of the obstruction being due 
to a stone. 

The diagnosis is not always easy ; the characteristic 
points are the long past history of gall-stone dyspepsia ; 
many attacks of colic, some associated with jaundice and 
the last attack being more persistent and followed by a 
permanent jaundice ; the close relationship of the jaundice 
to the colic ; the variability of the jaundice, with its 


Persistent orange colour; the occasional appearance of 
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bile in the stools ; the enlargement of the liver ; and the 
absence of a dilated gall-bladder. 

Chronic pancreatitis or carcinoma of the pancreas may, 
however, occur in a patient with gall-stones, and pan- 
creatitis may give rise to a long history of dyspepsia and 
colic very difficult to distinguish from that due to stones, 
although there is but rarely the same close relationship of 
the jaundice to the colic. Moreover, in some cases of stone 
the dyspepsia and colic may be absent. The variability 
of the jaundice is important, but this may occasionally 
be seen in the early stages of pancreatitis or carcinoma. 
The absence of dilatation of the gall-bladder is a valuable 
sign, but occasionally it may be dilated with stones or 
the dilated gall-bladder found with other conditions may 
be so hidden under the enlarged liver that it cannot 
be felt. 

Treatment 

The difficulties in these cases will lie in the diagnosis 
rather than in the selection of the line of treatment. As 
with cases of carcinoma or chronic pancreatitis an opera- 
tion should not be performed so long as there is a possi- 
bility of the obstruction being catarrhal in nature. When 
it is certain that the jaundice is due to a stone an opera- 
tion should be considered. The mere fact that the stone 
may already have passed into the duodenum is no indica- 
tion that the disease is undergoing a spontaneous cure. It 
is certain that there are other stones, or that there is 
so severe a degree of cholecystitis that an operation will 
be required. Surgical intervention should only be with- 
held in old, feeble patients, to whom the risk of operation 
will be greater than the risk of the disease. If the stone 
be impacted and jaundice present it is often advised 
that the operation be postponed in the hope that the 
stone will pass and the jaundice abate. My own opinion 
is that the danger of operation is but little if at all in- 
creased by the presence of jaundice but that delay may 
lead to severe complications. The liver may suffer from 
severe back pressure, or suppurative cholangitis may 
ensue, and for these reasons I regard the onset of jaundice 
in a case of known calculi as an indication for urgent 
operation. 

At the operation itself the first essential step is to 
confirm the diagnosis, for if the obstruction be due to 
stones a cholecystectomy would form the first step of the 
operation, while if due to carcinoma or chronic pan- 
creatitis, which may occur with stones in the gall-bladder, 
the latter structure should be short-circuited to the 
stomach or duodenum. If the gall-bladder is not dis- 
tended but is thickened and contains stones, it is almost 
certain that there is a stone in the common duct, but if 
it is distended there may be some doubt. In such a case 
it should be aspirated. If the obstruction be due to 
stone it will probably contain pus or mucus, but with one 
of the complete obstructions will be filled with thick, dark, 
tenacious bile. It may also be possible to feel a swelling 
in the common duct, and to distinguish by its nature 
that this swelling is a calculus and not a growth. If it 
is certain that there is a stone in the common duct the 
gall-bladder should be removed, the stump of the cystic 
duct slit up, and the stone or stones removed from the 
common duct by means of a curved pair of common duct 
forceps, introduced through the enlarged opening of the 
stump of the cystic duct. Only very rarely will it be 
necessary to enter the duct by the retroduodenal or 
transduodenal route. In my own series it has only been 
necessary to perform each of these steps on one occasion. 
When all the stones have been removed from the common 
duct the forceps should be passed through the papilla 
into the duodenum and the opening fully dilated. If 
there be pus in the duct it should be drained, otheiwise 
the enlarged opening should be sutured, a tube placed 
down to it, and the wound closed. 











Hepatogenous Jaundice 
Lesions of the liver may be localized, but in this case, 
although they can often be cured by surgery, they rarely 
The diffuse conditions of the liver, 


give rise to jaundice. 
drugs such as the 


whether due to destruction 
arsenical compounds or to infective lesions such as spiro- 
chaetal jaundice, whether seen in the stage of acute 
hepatitis or with the more chronic formation of fibrous 
and resultant cirrhosis, are not amenable to 
surgical treatment. It is thus of great importance that 
they should be distinguished from cases of obstructive 
jaundice. Such a distinction is, however, often difficult : 
the much-employed van den Bergh test may fail, because 
not only may an organic obstruction lead to cellular injury 
with an indirect reaction, but a toxic hepatitis may be 
associated with obstruction of the small ducts, and hence 
may give rise to a direct reaction. In actual practice the 
differential diagnosis will depend rather upon a careful 
consideration of the clinical history and of the physical 
examination. The sudden onset, often 
with a well-defined pyrexial attack or, if due to a liver 
poison, with an attack of gastro-intestinal irritation, which 
may cause colicky pain, but never the characteristic attack 


trom 


tissue 


illness shows a 


of biliary colic. 

Jaundice appears more gradually, and may be of a 
varying degree of severity. In this respect it is of interest 
to note that occasionally multiple secondary deposits of 
carcinoma within the liver may be with 
which is followed by jaundice, and yet at operation the 
primary growth is not in the gall-bladder or ducts, and 
there is no Three such have 
occurred in my own practice. With the other destructive 
lesions of the liver the patient remains ill and pyrexia 
may persist. The the early becomes 
enlarged and is usually tender, but the gall-bladder is not 
The urine may be dark and the stools white, 


associated colic 


evidence of stone. cases 


liver in stages 
distended. 
but there is rarely complete absence of bile in the stools. 
The patient wastes rapidly. In the more acute conditions 
he may pass into a lethargic stage associated with diminu- 
tion of liver function, while in the more chronic conditions 
the liver begins to shrink in size and becomes less tender, 
but the spleen may enlarge. The points upon which stress 
will be laid in eliminating an obstructive are the 
acute onset and short history, the presence of pyrexial 
attacks, the absence of characteristic biliary colic, the 
presence of an enlarged and tender liver, the absence of a 
dilated gall-bladder, the variation of the amount of bile 
in the stools and perhaps in the depth of the jaundice ; 
but here again there are cases of considerable uncertainty, 
then be better, as in doubtful 
catarrhal jaundice, to postpone operation until the jaundice 
has existed for six If the 
signs of abating, and the patient’s general condition is 
ood, it may be ne the that time to 
perate in order to determine whether the obstruction be 


lesion 


and it will the cases of 


weeks. pigmentation shows no 


g essary at end of 
©) 


organic, and so give him the chance of possible relief. 
Haemolytic Jaundice 

There are many conditions associated with excessive 
destruction of the red blood corpuscles which may 
lead to so marked a degree of bile formation that the 
liver, although showing no gross disease, is incapable of 
excreting the pigment, and jaundice may result In this 
( try the only two diseases which produce this result 
and which are at all common are pernicious anaemia and 
acholut cundi In the former the degree of jaundice 
is always slight, and the other symptoms are so marked 
that there is very rarely any difficulty in making a differ- 
ential diagnosis To-day the condition is so easily con- 
trolled by supplying the material which allows full 
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development of the megaloblasts that operation will rarely 
if ever, be considered. 

In acholuric jaundice there are severe attacks associated 
with profound pigmentation. The history is so character. 
istic that an error of diagnosis ought never to be made, 
but it is a remarkable fact that a large number of these 
cases have been operated upon and gall-stones remoyeg 
and the nature of the primary condition entirely over. 
looked. A careful history will generally reveal the 
presence of a characteristic familial incidence. There wij 
be a long history of attacks of jaundice which date back 
to early life or even to childhood, there will generally pe 
a considerable degree of anaemia; and in ‘the early stages 
the absence of biliary colic. Nearly always, however, the 
excess of blood pigment leads in the later stages to the 
formation of pure pigment calcium stones in the gall. 
bladder, and hence there may be added to the haemo. 
lytic jaundice a true obstructive jaundice. 

On examination the spleen will nearly always be found 
to be enlarged, and the liver may be enlarged and tender, 
There will be a marked degree of anaemia. If there js 
the slightest doubt the blood should always be carefully 
examined. The profound degree of secondary anaemia, 
the marked fragility of the corpuscles, and their alteration 
in shape will generally make diagnosis certain. 


Treatment by Splenectomy 

This disease can nearly always be cured by a splen- 
ectomy, and this should be carried out before the anaemia 
has advanced to such a degree as to be dangerous to life, 
Theoretically this should be all that is necessary, for if 
stones are present in the gall-bladder they are metabolic 
in origin, and therefore capable of being absorbed after 
the cause has been removed. It is almost certain, how- 
ever, that shortly after they are formed a cholecystitis 
arises which can only be cured by a cholecystectomy, 
Therefore this should be carried out wherever possible. 
Fortunately, these pigment calcium stones nearly always 
give a well-defined shadow to the x rays, and thus their 
presence can be recognized, before operation. If the 
patient is very ill it is better to take out the spleen and 
then to watch progress. When his condition has improved 
the gall-bladder and stones may be treated by a further 
operation, unless subsequent examination should 
show that they have undergone spontaneous absorption, 


¥-Tay 


The chief trends of modern thought about the curability 
and preventability of leprosy are discussed by Dr. J. 
Lowe, a research worker ir the Calcutta School of Tropical 
Medicine, in the April number of Without the Camp, the 
quarterly magazine of the Mission to Lepers. It is now 
realized that the control of this disease is as much a 
social and an economic problem as a medical one, and 
that the importance of protecting children is considerable. 
In-patient institutions are said to be preferable to out 
patient clinics ; three types are necessary—namely, the 
hospital for isolation and treatment in the more remediable 
stages of the disease, the asylum for those with the less 
remediable and more crippling forms, and the colony for 
able-bodied patients in whom the disease is no longet 
active. In India, it is stated, there are at least one 
million persons suffering from the disease, some of them 
admittedly only lightly affected. But there is no rapidly 
effective treatment available, and no method of producing 
immunity in those exposed to infection. Furthermore, 
the social and economic condition of the country renders 
it exceedingly difficult to organize any effective measures 
of control. The leprosy rate in children is regarded by 
some workers as the most important index of the pre 
valence and spread of the disease. This issue of Without 
the Camp contains also references to the progress made 
in leprosy treatment in Central Tanganyika, Uganda, and 


Bengal. It is published at 7, Bloomsbury Square, W.C.l. 
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PROTEIN IN NEPHRITIS* 
BY 
CHARLES S. D. DON, M.D., M.R.C.P. 


HONORARY PHYSICIAN, SALFORD ROYAL HOSPITAL ; HONORARY 
ASSISTANT PHYSICIAN, MANCHESTER ROYAL INFIRMARY 


for many years it was believed that protein had a dele- 
terious effect on the kidneys, and protein restriction was 
advised in cases of nephritis. This belief was based in 
part on experimental work and in part, no doubt, on 
clinical experience at the bedside. Claude Bernard! 
observed albuminuria after feeding large amounts of raw 
eggs, and Watson? reported that renal degeneration 
occurred in animals after feeding them on a high protein 


diet. 
Animal Experiments 


In 1919 Newburgh® produced renal lesions in the rabbit 
py means of a dict which contained a high protein content. 
On egg-white the rabbits developed acute and subacute 
nephritis, and on soya bean and on casein renal lesions 
were again observed. Polvogt, McCollum, and Simmonds,‘ 
believing that the deficiencies in Newburgh’s diet might 
be the cause of the kidney lesions, fed rats on a well- 
constituted diet which also contained a high proportion 
of protein ; all their rats developed kidney lesions, the 
glomeruli themselves being little involved. Osborne and 
his associates* found the kidneys normal in rats, except 
for hypertrophy, after a high protein diet, but when they 
used the Polvogt diet their rats developed severe focal 
lesions. Evans and Risley* also observed kidney lesions 
on a high protein diet in animals. 

On the other hand, Drummond, Crowden, and Hill’ 
fed a high protein diet to rats and cats, and observed no 
degenerative changes in the kidneys as the result of the 
diet. Addis* and his co-workers obtained similar results. 
Miller, Jackson and Riggs,'® and Reader and Drummond!! 
were also unable to detect any lesions in the kidneys as 
a result of a high protein diet. i 
Approaching the subject from a slightly different angle, 
Jackson and Moore’? found that though their high pro- 
tein diet did not cause renal lesions in normal rats, if 
one kidney was first removed severe damage was produced 
in the remaining kidney. These results are in agreement 
with Smith and Moise'* but in disagreement with 
Anderson,'* who found no renal damage in rabbits after 
60 to 70 per cent. of kidney substance had been removed 
and a high protein diet instituted. MacLean, Forest 
Smith, and Urquhart'’ found that a high protein diet 
produced no renal lesions in the rabbit provided that some 
green food was given in the diet, but that the rabbits 
died of nephritis if green food was persistently withheld. 
These experiments have shown that although it is 
possible to produce kidney damage in animals by means 
of diets such damage may not be the result of an excessive 
amount of protein in the diet. The damage may possibly 
be the result of some dietetic deficiency. 


Clinical Experience 

Turning to the human subject, Squier and’ Newburgh"* 
stated that excessive feeding of protein to patients with 
ome degree of renal damage caused the appearance in the 
urine of red blood cells, and increased albuminuria. 
Further, red blood cells were found in the urine of normal 
men when given excessive amounts of protein in their 
diet. Addis'’? gave normal human subjects one and a 
half pounds of beefsteak, and observed no material change 
in the number of red cells normally present in the urine. 
Keutmann and McCann'* studied four subjects with 


*An abstract of a paper read to the Stockport Medical Society. 
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haemorrhagic Bright’s disease, and reported that no 
increase in the haematuria occurred after as much as 
200 grams of protein daily. In two subjects, however, 
they found that the amount of urinary protein was 
increased. 

CASE REPORTS 

In one of my cases, a girl with chronic nephritis who had 
slight haematuria, the protein after being varied between 
30 and 70 grams daily was kept at 30 grams and the number 
of red cells in the urine was counted roughly by a method 
somewhat similar to that described by Addis.’® During this 
low protein phase the red cells in the. twelve-hourly night 
specimen fell from 240 million to 70 million, but 1 must add 
that this was probably a coincidence, as when on this low 
protein diet previously no decrease in the blood present had 
been noted. <A diet of 150 grams a day was then given and 
the red cells counted as before. The number varied between 
3 million and 78 million, but never rose above the latter 
number, and was usually nearer the former. The guaiac reac- 
tion, which became negative when the patient was on the low 
protein diet, remained negative. 

In another case, that of a man with a systolic blood pressure 
of over 200 mm. and with no albumin in the urine or blood, 
a diet containing 150 grams of protein daily for three and 
a half weeks did not cause the appearance of red blood cells 
in the urine on any day. 

In the first case it appeared as if slow improvement 
was continuing in spite of the protein in the diet being 
excessive. On the other hand, improvement might have 
been greater had there been less protein in the diet. In 
two of their cases Keutmann and McCann did observe 
an increase in the albumin present. 


Restriction of Proteins 


Strouse and Kelman?® found that no impairment of 
renal function and no increase of the non-protein nitrogen 
followed the administration of 150 grams of protein daily. 
Others have observed increases of the non-protein nitrogen 
following a high protein diet, and as urea is excreted by 
the kidneys it seems reasonable, when the kidneys are 
having difficulty with excretion, to give a restricted pro- 
tein diet, as the aim is to throw as little work on the 
kidneys as possible. Rennie,*' in a study of ninety-eight 
cases of acute nephritis, came to the conclusion that a 
sufficiency of protein in the diet did not militate against 
the disappearance of non-protein nitrogen retention, and 
he believed protein to have no harmful effects. Mac- 
Adam,?? Callis,** and Aldrich and Boyle** have put 
forward the claims of a high protein diet in chronic 
glomerulonephritis, and the present tendency is to include 
a liberal supply of protein in the diet on the grounds 
that it causes no damage to the kidneys and tmproves 
the general health of the patient. The presence of a basic 
or neutral ash is regarded by some writers as_ being 
of more importance than the amount of protein in 
the diet. 

Until we are more certain of the part played by diet 
in nephritis it is safest to advise some restriction of 
protein, not only in acute glomerulonephritis but also in 
chronic glomerulonephritis during acute exacerbations, 
and when the renal tests show impairment of kidney 
function to be present. Restrictions must be to some 
extent in accordance with the ability of the kidneys to 
excrete the end-products of protein, and I think about 
two-thirds of a gram per kilogram of body weight should 
be the minimum amount allowed. Even in cases of 
impending uraemia it is doubtful whether a lower protein 
diet is of real help. Fishberg?® mentions 40 grams as the 
minimum amount which he advises, and this is, on an 
average, in adults about two-thirds of a gram per kilo- 
gram. Where there is no urea retention the protein 
allowed should be one gram per kilogram, and if a patient 
shows no improvement on such a moderate diet I think 
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it is justifiable to increase the protein, particularly if 
there present, and observe if any benefit is 
derived from it. 


is oedema 


Estimating Renal Function 
In estimating the functional capacity of the kidneys 
Fishberg”* lays great stress on Volhard’s maximum specific 
gravity test and on the blood urea. The latter is the 
best test to determine whether the kidneys are excreting 
the end-products of protein metabolism in a satisfactory 
manner. If it is normal then presumably the protein 
allowed in the diet is not excessive, whereas if it is raised 
then protein restriction becomes necessary. The specific 
gravity test is simple, and is briefly the maximum ability 
of the kidneys to concentrate urine as judged by the 
specific gravity. The test performed by Fishberg is as 
follows. 
TEST 


SPECIFIC GRAVITY 


The patient empties the bladder and drinks no water from 
8 p.m. on the previous night, and at 8 a.m., 9 a.m., and 
10 a.m. the urine is passed and the specific gravity tested. 
If in one of these specimens the specific gravity is not 1020 
or more, the the kidneys is below 
normal, but though this test may the kidney function 


functional capacity of 
pre Ve 


to be below normal, polyuria, which is often present, may 
permit the kidneys to excrete the protein end-products in a 
satisfactory manner, in which case there may be no rise in 
the blood urea. ‘his is the ‘“‘ compensated kidney,’’ and 
where polyuria is present this excretion of protein end-products 
may be assisted by a liberal amount of water in the diet, 
assuming, of course, that there is no oedema. The specific 
gravity test is thus a test of kidney function, and the blood 
urea a test of whether the kidneys are compensated. This 
test loses much of its value if oedema is present. 


Tests such as the urea clearance test and the phenol- 
phthalein test may be more valuable, but the specific 


gravity test is one which can be carried out by any 
practitioner. The blood urea should be estimated from 
time to time. 
Protein in Hyperpiesis 

[ shall pass now to the question of protein in hyper- 
piesis and in chronic nephritis with hypertension but 
without evidence of failing kidney function. It is 
probable that protein has very little to do with high 


jlood pressure, and that protein restriction is unnecessary 


in these cases providing the kidney function is good. 
Nuzum, Osborne, and Sansum*’ noted that their rabbits 
when on the high protein diet of McCollum and Polvogt 


This was the diet which caused 
well-matked kidney lesions. Anderson’ did not find 


yjlood after a high protein diet either in 


developed hypertension 
any 
rise in 
normal rabbits or in rabbits in which 60 to 70 per cent. 
had been destroyed before the 


pre ssurt 


of the kidney substanc 


ymmencement of the protein diet. 
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In man, Mosenthal** studied nine cases with high blood 
pressure for periods of trom eight to sixty-seven davs, 
and came to the conclusion that it was exceptional for 
a high protein diet to increase the blood pressure or a 
low protein diet to lower it. Strouse and Kelman?® were 
unable to note any relationship between protein intake 
and blood pressure, and similar conclusions were arrived 
at by Keutmann and McCann** and by Squier and New- 
burgh.'* Then there is the well-known case of the 
explorer Stefansson** who lived a total period of nine 
vears out of eleven years on meat without any rise in 
blood pressure. McClellan and Du _ Bois studied two 
men who were on a high meat diet for a year; one of 


these was Stefansson, and at the end of the year no rise 


of blood pressure was noted. Thomas*' examined the 


Greenland Eskimos, who eat their fish and meat preferably 
raw, and the highest pressure noted in 142 adults, between 
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40 and 60 years, was a systolic pressure of 179 and 4 
diastolic pressure of 100. The Labrador Eskimos, on the 
other hand, prefer their meat cooked, and their diet 
includes tinned foods ; they are prone to renal and 
vascular disease. 

I have myself failed to observe any reduction of blood 
pressure amongst my own cases of hyperpiesis when 
treated by a diet having a very low protein content, | 
treated eight patients with systolic blood pressure of 
over 200 mm. on a diet containing only 30 grams of 
protein daily, and then changed it to a diet containing 
150 grams of protein, and I failed to observe any signi- 
ficant changes of blood pressure’ which I could attribute 
to the effects of the diet. There were, of course, normal 
variations in the blood pressure, and in assessing the 
results of diet one has to take this into account. Rest 
in bed produces in many cases a striking lowering of 
blood pressure, and before trying the effect of diet this 
fall was excluded by first putting the patient to bed for 
several days. With a few exceptions the observations 
on man have been for only a comparatively short time, 
and it is wrong to attempt to draw hard-and-fast con. 
clusions ; inter alia, Harris, Aldred, and Hawthorne 
English,*? have observed a rise in blood pressure in cases 
on a high protein diet. However, it appears to be the 
case that protein, at any rate in normal quantities, has 
little or no effect on the blood pressure of man. I say 
in normal amounts, as Benedict** found that by under. 
feeding normal healthy young adults he was able to 
lower the blood pressure, but in some cases a secondary 


anaemia developed. 


Protein and Nephrosis 

Whatever dietetic measures one adopts in hyperpiesis 
it is unnecessary to make tiresome restrictions in the 
protein content unless there evidence that there is 
disease of the kidneys present ; it is advisable to test 
out the kidney function in all cases of high blood pressure 
where renal insufficiency is suspected. This applies par 
ticularly to pale-looking patients. Volhard** classes these 
‘‘ pale hypertension,’’ and regards this group as renal 
in origin. If the function is to be below normal 
then some protein restriction is probably advisable. 

In cases of chronic glomerulonephritis known as the 
nephrotic type, a high protein diet is advocated in the 
hope of making good the loss of protein in the urine and 
These patients are often 


1S 


as 
found 


increasing the serum protein. 


made worse by protein restriction, and many of them 
improve when put on a high protein diet ; in some the 
oedema is lessened. A few of these cases are regarded 
by some writers as being quite distinct from chronic 
glomerulonephritis, and are believed to be degenerative 


in origin. These are the genuine lipoid nephroses. With- 
out going into any of these debatable points, one may say 
that even in some of the so-called true nephroses nephritis 
finally develops. In all these cases, before starting the 
patie nt on a high protein diet, it is advisable to test the 
renal function, and here again the simple specific gravity 
test may furnish valuable information. A urea clearance 
test, however, should be carried out in these cases. 
Lashmet and Newburgh have improved the simple 
specific gravity test, but in doing so have made it not 


quite so simple to carry out. 


Conclusion 

In closing, let me restate briefly the position of protein 
in nephritis. 

In acute nephritis, and in chronic nephritis without 
oedema, protein in ordinary amounts does not cause 
actual damage to the kidneys and possibly restrictions on 
that account are unnecessary, but protein gives work to 
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the kidneys, and if these are damaged it is safest, in our 
present state of knowledge, to restrict proteins somewhat. 
Such restrictions must never be carried to the extreme 
limits formerly advocated, and two-thirds of a gram per 
kilogram of body weight may be regarded as a minimum. 
In the nephrotic type of case a high protein diet is 
usually indicated. 
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Sir H. Lindo Ferguson, C.M.G., M.D., F.R.C.S.I., has 
retired from the active staff of Dunedin Hospital and 
Medical School, following his withdrawal from the chair 
of ophthalmology in the University of Otago. He was 
associated with the hospital for fifty-two years as 
ophthalmic surgeon and had been dean of the Medical 
Faculty of the University for the last twenty-two years. 
He qualified at Dublin in 1880, and he is believed to have 
been the first trained ophthalmic surgeon to settle in 
New Zealand, and his fame drew patients from as far 
as Australia. At the official opening of the new adminis- 
tration block of Dunedin Hospital on March 23rd a warm 
tribute was paid by Professor J. B. Dawson, chairman 
of the honorary visiting staff and professor of obstetrics, 
to Sir Lindo Ferguson's period of service to the institu- 
ton, which was a record of hospital service that had 
been seldom, if ever, equalled. In this new century of 
amazing advances in medical science, he said, Sir Lindo 
had retained a clearness of vision, an acuity of mind, and 
a capacity to select and assimilate the best of the new 
doctrines which many of his younger colleagues might 
well emulate. Sir Lindo is an honorary Fellow of the 
American College of Surgeons and a Fellow of the Royal 
Australian College of Surgeons. 
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About a hundred years ago Richard Bright' gave us 
clinical descriptions of kidney disease which in many 
respects are difficult to surpass to-day. Physiology has 
since supplied by Cushny* hypothesis of renal function, 
which, though probably not acceptable in its entirety, is 
still considered to be the basis of what we know of the 
secretion of urine. Nearly forty years ago Rose Bradford*® 
made some experiments on the kidney which have since 
become classical, and Verney**® and Winton* have 
recently added a great deal to our knowledge of the 
behaviour of the kidney under varying conditions. The 
present paper is an attempt to bring the findings of the 
physiologists into line with the observations that can be 
made at the bedside. 


Physiology of Renal Secretion 


The arrangement of the glomerulus and its tubule and 
their blood supply is represented schematically in the 
diagram. 

The afferent arteriole enters at A, and breaks up into 
capillaries which form the glomerulus. Through these 
capillaries and the membrane lining 
Bowman’s capsule, water and sub- A 
stances in solution pass from the blood 
stream into the tubule, but the mem- 
branes are (normally) impermeable to 
protein and, of course, to the blood 
cells. The capillaries reunite to form 
the efferent vessel, E, which again 
breaks up into capillaries over the cells 
of the renal tubule. These again 
unite into venules, V, which eventually 
join to form the renal vein. 

According to the Cushny theory a 
simple process of filtration occurs in 
the capsule, and from this filtrate the 
cells of the tubule secrete back into 
the blood stream a fluid of constant 
composition, a saline solution contain- 
ing the water and salts necessary to 
the blood in their correct proportions. 
The most attractive feature of this 
hypothesis is that it relieves one of 
the necessity for supposing that the 
renal cells themselves have some unique 
power of varying their secretion according to the needs 
of the body at the moment. Special mechanisms prob- 
ably exist for the excretion of excess of water and for 
the synthesis of ammonia and hippuric acid. 

The urine may therefore be looked upon as the waste 
material from the blood filtrate ; its composition depends 
primarily upon the composition of the blood. 
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Reserve Forces of the Kidney 


Nevertheless the kidney is capable of increasing its 
normal rate of activity in two distinct ways, and each of 
these brings about changes in the composition of the 
urine. In the first place the number of nephrons in the 
normal kidney is far more than is necessary under ordin- 
ary circumstances, and we know that they undergo alter- 
nating periods of rest and activity, the blood supply to 
the resting glomeruli being practically shut off or possibly 
shunted through the artery of Ludwig. The ability to 
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call out an increased number of nephrons has been called 
by Verney the structural reserve of the kidney. 

In the second place the effective filtration pressure in 
the glomerulus, commonly known the glomerular 
pressure, can be increased independently of the systemic 
Reference to the diagram shows that the 
glomerular pressure can be altered by changes at four 
distinct points. It can be increased by increasing the 
arterial pressure, or, more correctly, the pressure in the 
afferent arteriole, A; it can also be increased by con- 
traction of the arteriole, E; increase of the 
ureter pressure, U the other hand, will the 
filtration pressure in the glomerulus, and increase of the 
venous pressure, V, has the combined effect of inc reasing 
the the efferent arteriole and at the same 
time causing compression of the tubule by dilatation of 
its surrounding venules. The result of these effects has 
been shown by Verney and Winton to reduce the filtration 
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Verney terms the ability of the kidney to vary its 
glomerular pressure in this way the functional reserve of 
the kidney. This author has also shown by animal 


experiment that, no matter by what means the glomerular 
pressure is altered, the composition of the urine depends 


upon the rate of its secretion. If in a pair of kidneys 


the ureter pressure of one is increased while the arterial 
pressure of the other is reduced to such an extent that 
the rate of secretion of the two kidneys is the same, 
then the composition of the urine is also found to be 
the same. 


It is also found that if the glomerular pressure is in- 


creased the composition of the urine approximates more 


and more closely to that of the blood plasma minus its 
proteins, and has therefore a specific gravity approaching 
more and more nearly to 1009. This is because when 


filtration is rapid there is less opportunity for activity on 
the fluid leaving the 
undergone little change in 
the glomerulus. Con- 
r pressure is lowered the com- 
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re variable and 
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call oedematous nephritis, the features of which are 
oedema, oliguria, concentrated urine, and no _nitp 
retention (no tendency to uraemia). This syndrome jg 
typically seen in acute and subacute nephritis and in the 
albuminuria of pregnancy. The second may be called 
the uraesmic syndrome, the main features of which ag 
dry skin (no oedema) and thirst, polyuria, dilute Urine 
(fixed specific gravity), and tendency to nitrogen retention, 
This is typically seen in the late stages of chronic 
nephritis, and may occur as a _ terminal stage in an 
disease of the kidney. It is usually associated with 4 
permanently high biood pressure, and may be seen jp 
previously passed through the 


patients who have 
syndrome of oedematous nephritis. 

Considering these two syndromes in this way, and 
bearing in mind the changes in the composition of the 
urine which we have seen to correspond with variations jp 
the glomerular pressure, it seems rational to suggest that 
the oedematous syndrome results from a low glomerular 


pressure and the uraemic syndrome from a_ high 
glomerular pressure. Let us therefore examine these 


syndromes a little more closely from this point of view, 


Renal Oedema 

Normally, as we have seen, only a portion of the total 
number of the glomeruli of the kidney are in action: 
their glomerular pressure is adapted to the needs of the 
body at the moment, and they produce an amount of 
filtrate which is sufficient for the necessary removal of 
waste products. Suppose that the glomerular pressure 
is now pathologically lowered by some disease process, 
The amount of filtrate produced in each glomerulus wili 
be than before, but by calling out the structural 
reserve, and using a larger number of glomeruli, the total 
up to a normal level, and the 
satisfactorily excreted. The 
slow secretion will, however, lead to increased tubular 
reabsorption of salt and water, and this saline fluid will 


less 
filtrate can be brought 


nitrogenous substances be 


be retained in the body as oedema unless it can be 
excreted by other channels’ than the kidney. The total 
amount of urine will be less than normal, but it will 
contain more than its usual percentage of urea and 
similar substances. Thus the four outstanding features 


of oedematous nephritis can be simply explained by the 
supposition that the of the kidney 
has been reduced. 

This, I hold, is the only satisfactory explanation of the 
oedema of kidney disease, and the only theory which will 
account for the salt water retention 
together with adequate nitrogen excretion. But note that 
uraemia can occur if the glomerular | falls so low 
that even the whole reserve of nephrons cannot produce 
Such a condition occurs 


glomerular pressure 


anomaly of and 


ressure 


an adequate amount of filtrat: 
in cases bordering on anuria. 

Let look for further evidence in support of the 
theory. While it was being elaborated’ from the work of 
Verney and Winton, Shaw Dunn‘ concluded from a con- 
sideration of the diffuse nature of the glomerular lesions 
in oedematous nephritis that if the blood supply were 
distributed equally through a greater number of nephrons 
than usual the opportunities for reabsorption would be 
increased, and that this might be an explanation of the 


us 


oedema. 

Histological evidence can also be held to support the 
theory that in oedematous nephritis the glomerulat 
pressure is reduced. In acute nephritis there is swelling 
of the capillary loops, with endothelial proliferation and 
infiltration with leucocytes, so that the blood supply 5 
much impeded, many of the vessels containing few, & 
no, red corpsucles. In subacute nephritis more chronic 
changes of the same nature are seen. 
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The type of oedematous kidney disease often known 
as nephrosts has been long considered to be a disease 
primarily affecting the tubules, but Shaw Dunn® has 
recently demonstrated that the glomerular capillaries show 
a condition of abnormal patency, and that this condition 
again is diffuse throughout the kidney. Verney’ has 
already suggested that “a fall in the tone of the 
glomerular vessels with a consequent rise in the inter- 
tubular capillary pressure may conceivably be a factor 
in initiating the oliguria and proteinuria of nephrosis,’’ 
and it is just such a condition that Shaw Dunn seems 
to have found. 

I cannot here go fully into all the other theories of 
renal oedema, but Epstein’s theory must be mentioned, 
since it is the only one which seems to be withstanding 
the test of time. Epstein showed that in all cases of 
chronic and severe renal oedema the plasma protein had 
been depleted by the prolonged loss of albumin in the 
urine, and he also demonstrated that this lack of plasma 
protein, by lowering the colloid osmotic pressure, would 
encourage the transudation of fluid from the blood stream 
into the tissues. Observations made since Epstein ad- 
yanced his theory have left no doubt that the lack of 
protein in the blood plasma is an important factor in the 
production of renal oedema, but it cannot be the only 
factor, since this loss of protein does not occur in acute 
nephritis or pregnancy albuminuria, although we know 
that oedema may accumulate rapidly in those diseases. 
We may therefore look upon lowered glomerular pressure 
as the probable initial cause of renal oedema, supplemented 
by loss of plasma protein in the more protracted cases. 


Chronic Nephritis 


When we turn to the uraemic syndrome there is no 
difficulty whatever in accepting a high glomerular pressure, 
together with loss of nephrons (destroyed by disease) as 
an explanation of the peculiarities of renal function in 
this stage of kidney disease. This has already been fully 
argued by Verney. Increase of glomerular pressure will 
account for the production of a copious urine with a specific 
gravity constantly about 1009, and this will, in turn, 
account for the absence of oedema and the presence of its 
clinical opposite—the dry skin and thirst of chronic 
nephritis. It has been shown by experiment that patho- 
logical reduction of the number of nephrons results in a 
compensatory polyuria. Thus many years ago Rose 
Bradford showed that if part of the kidney were destroyed 
the remainder would often secrete more urine than had 
previously been produced by the whole kidney. But 
although the urine might thus be increased in volume it 
was relatively dilute, and the amount of urea excreted was 
less than before. Verney has more recently confirmed 
these findings by producing a sudden obstruction to the 
blood supply through half the kidney, and showing that 
the remainder of the kidney immediately increased its 
glomerular pressure and excreted a- copious urine which 
tsembled in its composition a simple filtrate of the 
blood plasma. 

The raised glomerular pressure will increase the amount 
of filtrate produced by each nephron, and thus compensate 
for a time for the destruction of part of the kidney ; we 
know that, clinic illy, polyuria antedates uraemia often 
by months or years. But eventually there are too few 
tephrons remaining to produce an adequate filtrate, even 
though they work under the highest possible pressure, 
supplemented by a high systemic blood pressure. Nitrogen 
fetention then ensues, followed by the symptoms of 
uraemia. 

We see this syndrome clinically in cases of chronic 
tephritis and nephrosclerosis, though it may also occur 
m the end stages of any destructive disease of the kidney, 
such as tuberculosis or polycystic disease. After death 


. 





we find areas in which the glomeruli are fibrous and 
presumably functionless, their tubules being atrophied, 
and other areas in which there is hypertrophy with dilata- 
tion. In general, the more chronic the course of the 
disease the more patchy do we find its distribution, for 
patients with the more intense and diffuse involvement 
have died in the subacute stage, there being presumably 
no nephrons sufficiently normal to develop the compen- 
satory increase of glomerular pressure. 


Treatment and Prognosis 


Time does not permit me to deal with some other 
aspects of my subject such as the nature of albuminuria 
and high blood pressure, but I may conclude by con- 
sidering some of the clinical implications to which we are 
led by a study of the renal function in disease. If we 
accept the views I have put forward we see that in the 
oedematous syndrome the blood supply to the glomeruli 
has become altered in such a way that their filtration 
pressure is reduced. As yet we know of no way of 
restoring that blood supply to normal, but we know that 
prolonged rest in bed and warmth has a favourable 
influence on the course of the disease. It has been shown 
that chilling of the body surface, on the other hand, 
produces a contraction of the renal vessels, which will 
therefore impede the blood supply still more. 

We can also try to adjust the excretory needs of the 
body so far as possible to the type of function which 
the damaged kidney can perform. Thus the intake of 
both salt and water can be limited. Restriction of protein 
in the diet is probably of less importance at this stage, 
but it may be advantageous in further resting the kidney, 
as we know that the normal kidney has to call upon its 
reserves of function when a large amount of nitrogen 
requires to be excreted. 

In the uraemic syndrome, on the other hand, the 
patient may have a liberal amount of water, corresponding 
roughly with the amount of urine he is excreting. Salt 
may be given in moderate quantities, but protein food 
should be restricted to the minimum. It is better for 
such persons to live on an almost exclusively vegetarian 
diet. May I remind you here that in a diet restricted in 
protein fish is not to be given as a substitute for meat, 
and that half a pint of milk contains more protein than 
an ounce of beef. 

It is extraordinary to what extent really strict limita- 
tion of protein will often improve the symptoms in cases 
of chronic nephritis which have reached the stage of 
nausea, anorexia, and vomiting. Although the disease 
in the long run is progressive and incurable, it is quite 
as rational to do all we possibly can to slow down its 
course as it is to insist upon rest in cases of heart 
failure. 

With regard to tests of renal function, I am gradually 
eliminating most of them and relying more and more upon 
two simple methods. First we must have a test for the 
amount of accumulation of waste products in the blood. 
Here I use the blood non-protein nitrogen investigation, 
though the blood urea estimation gives almost equally 
good results. Such a test will estimate the efficiency of 
the kidney as an excretory organ and the distance the 
patient has already travelled towards uraemia, but it is 
chiefly of use in the late stages of the disease, and is not 
a delicate test of renal function. We need, therefore, a 
test which will show us to what extent the reserve forces 
of the kidney are already used up. In the oedematous 
case the degree of oedema, checked if possible by frequent 
weighing of the patient, is a sufficient guide to progress. 
In the non-oedematous case the dilution and concentration 
test of Volhard, modified by Rosenberg,'® furnishes exactly 
the information we require, and informs us, supposing that 
the blood test is satisfactory, whether excretion is being 
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performed normally or only by the aid of a permanent 
increase of glomerular pressure. 

The follows. On the first day the patient, 
after passing urine, drinks 1,500 c.cm, of water within 
Urine is passed at half-hourly intervals for 


test is as 


haif an hour. 
the next four hours, each specimen being saved separately 
and tested for volume and specific gravity. Normally the 
whole 1,500 c.cm., often more, is excreted within the four 


hours, and the specific gravity falls to 1002 or less. 
rhe second day ordinary meals are given, but the amount 
of fluid is limited to 500 c.cm. for the whole twenty 
four hours, taken in four roughly equal portions. Fruit 
should not be given, or should be reckoned as fluid. 
Urine is passed as and when the patient wishes, and 
each specimen is again llected separately and tested for 
volume and specific gravity. The total urine for the day 
hould not exceed 750 m., and the specific gravity 
should rise to at least 1027. 

In cases of renal i fficiency the volume of urine on 
the first day is t little while that on the second da 


VALUE OF THE NEGATIVE SUBCUTANEOLS 
TUBERCLULIN TEST 
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In the Epitome of Current Medical Literature published 
with the British Medical Journal of March 17th, 1934, 
p. 44, para. 227), there occurs the heading ‘‘ Limited 
Diagnostic Value of Subcutaneous Injections of Tuber 


articles by N. Lindborg in 


in which the author reports 
* 


culin.’’ This refers to tw 
the Swedish journal Hygiea, 
that on following up sixty-six 
obtained in doubtful cases of active pulmonary or hilar 
eleven instances 


subcutaneous negatives 


tuberculosis in a Swedish sanatorium 
were found in which tuberculosis subsequently developed. 
Five of these cases developed the within a year, 
one of them within three months, with pleurisy, 
a bov of 8, died after 


of tuberculous meningitis three 


disease 
and one, 
illness of two weeks’ duration 
months after the negative 


considers to be “‘ in 


an 


test. These five cases Lindborg 

disputable '’ evidence that a negative test does not always 
agree with the clinical event or exclude the possibility 
of the development of tuberculous disease within a short 
time. 


Lindborg finds support for his conclusion in the figures of 
Kettelkamp* (the Robert Hospital, Louis, 
Missouri) and Steidl and Heise Trudeau Sanatorium, 
New York), 13 per cent. and 
clinical tuberculosis found t 
of their similarly tested negative c: 
Wiipuri, Finland)—n: 


smi ill 


Koch St. 
the 
6.6 | 


r cent. respectively of 
have occurred in a follow-up 
The results of 
imely, no subsequent tuber 
group of ten 
‘‘ perhaps due to 


ses. 


Berg‘ 


his negative cases*—are 


Lindborg to be 


culosis in 


thought by differences 


in the material, conditions, infection possibilities, or treat 
ment, 
Veterinary Reports 
Lindborg’s conclusion also finds support in certain 
veterinary reports During the year 1922,’’ writes 
Parket (Newcastle-upon-Tyne), ‘‘ while examining a 
number of carcasses and internal organs of dairy cows 
which, immediately prior to slaughter, had been subjected 
to th subcutaneous tuberculin test, the writer was 
en ber of p oO) ¢ ‘ lone (139), 
66 me tive that 95 
\ } of ested, 120, h 10 we ative—that 
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is too much, as excretion tends to continue at the Same 
rate irrespective of variations in the requirements of the 
body. The limits of variation in specific gravity becom 
more and more narrowed as the disease progresses, unti 
at length a fixed point of about 1009 is reached. Often 
the dilution test will show a minimum of about 1005 
and the concentration test a maximum of about 1015 
long before the patient complains of any symptoms or 


the blood shows any evidence of uraemia. 
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surprised to find lesions of tuberculosis in a considerable 
proportion of those which had given no reaction what. 
ever.’’ In a special research on the subject Parker found 
that among fifty subcutaneously tested animals eleven of 
the nineteen negatives showed post-mortem evidence of 
tuberculosis. In only one of these were the post-mortem 
findings confirmed by the microscope or by guinea-pig 
Three of the failures were classed as “‘ ceased 
reactors.’’ One failure to all tests was an attractiye- 
locking animal that had never been known to suffer from 
illness of any description. was tested on four octa- 
sions by the subcutaneous method, at intervals of not 
less than one year, also by the ophthalmic and intradermal 
methods. The result of the test occasion wag 
completely negative. Yet on post-mortem examination, 
within seventy-two hours of the final test, lesions of tuber- 
culosis were found in the bronchial, mediastinal, portal, 
and mesenteric lymphati Jowett® (Capetown) 
made a comparative study of subcutaneous and _ intta- 
dermal tests, checked by post-mortem examination, in 225 
cattle. In his table of results he gives nine cases that 
were subcutaneously negative, post-mortem tuberculous, 
and intradermally positive. One of his negative cases 
(positive three and a half years previously) showed at 
post-mortem three fibro-caseo-calcareous tuberculous lesions 
in the left bronchial lymphatic gland, each the size of 
a pea, which were proved by guinea-pig inoculation to 

tubercle bacilli. Rutherford 
on ‘‘ Open-air Experiments with 
gives the interesting post-mortem 
that became ‘‘ ceased reactors” and 
of sixteen cases that became ‘‘ ceased reactors "’ but sub- 
sequently reverted to the positive state. One of his 
negative cases, a healthy and thrifty 2-year-old heifer, 
showed that an animal ‘‘ while still retaining externally 
the appearance of health may within a comparatively 
short period become infected to such an extent as to 
nullify the action of tuberculin.’’ She passed the sub 
cutaneous test successfully on four occasions, yet the 
post-mortem “Right lung contained six 
purulent cavities each as large as tuberculous 
visceral, diaphragmatic, and costal 
pleural surfaces, right side of thorax ; anterior and 
posterior mediastinal glands also tuberculous.” His 
experiences led him to conclude that open-air treatment 
was ‘‘ not likely to exercise any marked curative influence 
on animals already tuberculous, especially when reinfec- 
tion is possible through cohabitation with clinical cases. 
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The impression derived from these and other similar 
reports is forcibly expressed by Ligniéres.* ‘‘ The impor- 
tance of the failures of tuberculin (that is, the sub- 
eous tuberculin test) is such that it is impossible 


” 





cutan f A 
to base alone on its use the prophylaxis of tuberculosis. 


That is exactly the question raised by Lindborg’s articles. 
In the campaign against this disease, even in individual 
doubtful or suspicious cases, can the subcutaneous tuber- 
culin test be relied upon to discriminate correctly between 
tuberculosis, however minute, and the non-tuberculous 
condition, either initial or cured? 


Koch’s Claim 


In contrast to its use for treatment in man, tuberculin 
very soon after its discovery in 1890 came to be generally 
accepted as an invaluable means of diagnosis in cattle. 
In 1901 Koch reported: 


liagnostic value of tuberculin, I point 


“In proof of the 


» 
to its extensive use as a means of ascertaining tuberculosis 
in cattle. According to the calculations which Voges has 


collected from numerous reports, and according to the careful 
investigations of Eber, it gives, if properly applied, correct 
diagnosis in 97 to 98 cases in a hundred.’’® 

This statement requires some qualification. The often 
quoted figures of Voges—7,327 cases with 2.78 per cent. 
of failures—were compiled from sixty-nine sources, two 
of which, comprising no fewer than 5,526 cases, were 
collections of positive reactors only, that proved on being 
slaughtered to be tuberculous.'® These cases no doubt 
demonstrate the correctness of the positive test, so far as 
they individually are concerned, but they are clearly 
inadmissible as evidence of the average number of failures, 
positive or negative, in a hundred head of cattle. When 
they are deducted the figures from reports collected by 
Voges fall more or less into line with those collected by 
Eber and Bang. The reports collected by Eber’! make 
the average of error 13.14 per cent., those collected by 
Bang 9 per cent 

Eber set himself to a careful study of the discrepancy 
in the reports of the He made careful 
observations of the upper and lower limits of temperature 
in clinically normal animals, noted the daily variations, 
recognized records that were suspiciously pathological 
and others that were definitely so, and on the basis of 
these observations formulated rules for guidance in the 
interpretation of the reaction. With a limited degree of 
preliminary fever certain precautions were necessary in 
reading the result in order to avoid error, and with a 
still higher preliminary temperature the test was more or 
less unreliable. In this way he was led to recognize a 
doubtful class, in which a decision was only to be arrived 
at after, or in conjunction with, the most exact clinical 
examination. The practical value of these observations 
was demonstrated by Eber in ninety tested animals that 
were subsequently slaughtered and divided by careful 
examination into tuberculous and non-tuberculous. The 
error of the test carried out in this careful way was only 


various authors. 


1 to 2 per cent. It is the great merit of Eber to have 
demonstrated thus by actual figures and post-mortem 
examination that the subcutaneous tuberculin test in 


cattle gives, if properly applied, correct diagnosis in 97 
to 98 cases in a hundred. A similar result was arrived 
at by Bang'* ; ‘‘ in leaving out doubtful cases and those 
that were observed under unfavourable conditions, this 
figure denoting error fell from 9 per cent, to 3 per cent. 
(9 out of 272 


sm 


necropsies).”’ 


Recognized Exceptions 


In one of his earliest communications on tuberculin 
Koch described minutely its action on lupus.'* = Its 
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peculiar selective action, he said, was limited to the living 
tuberculous tissue, even the smallest most inconspicuous 
nodules participating in the reaction. Purely cicatricial 
tissue, caseous masses, necrosed bone, etc.—secondary 
products of the tuberculous process—were not affected. 
The symptom-complex of the tuberculin reaction was 
attributed by Koch to this focal activity, from which it 
might be inferred that the intensity of reaction would be 
relative, partly at least, not to the amount of secondary 
products, but to the amount, vascularity, and activity 
of the living bacillus-impregnated tuberculous elements, 
Theoretically the latter would require to have arrived at 
some perceptible degree of magnitude before reaction in 
typical form could be expected. This applies to the 
course of events following the entry of the bacillus into 
the body, before its actual establishment in the tissues, 
the so-called incubation stage. Fibrosed calcified caseous 
lesions, so shut off from the organic chemistry of the body 
as to leave no biological basis for reaction, belong to the 
same group of non-reactors, though they may contain 
living virulent tubercle bacilli, as happened in Jowett’s 
case of fibro-caseo-calcareous nodules mentioned above. 
In such cases there mnay be recurrence of disease, accom- 
panied by renewed positive tuberculin reaction, as no 
doubt occurred in some of the sixteen cases reported by 
Rutherford. A negative case described by Hamman and 
Wolman,'* in which at operation a small well-walled-off 
focus of tuberculous caries was found in a rib, is inter- 
esting in this connexion. 

Failure of the test to provoke reaction in certain ad- 
vanced cases has been recognized in veterinary practice 
since the early days of tuberculin. In some of these cases 
the failure may be attributable to exhaustion per se, 
a certain amount of vital energy being necessary for 
reactivity of any sort. In acute tuberculous fever, where 
the disease is exerting its full toxicity, injections of 
tuberculin may fail to produce additional focal disturb- 
ance with sufficient further elevation of temperature to 
constitute a reaction. Eber discusses this question in 
cattle. On the basis of his results in twenty febrile cases 
he concludes that while a moderate degree of fever does 
not necessarily invalidate the test provided certain precau- 
tions be observed, temperatures over 39.9° C. (103.8° F.) 
before testing may do so. (Temperature of the clinically 
normal cow 100.4° F. to 103°.) In man all such febrile 
cases are rightly excluded from the test on the ground 
of danger, so that in medical practice the question is 
narrowed down, for practical purposes, to cases that are 
either afebrile or can be rendered so by rest. If we 
further exclude those that can be definitely diagnosed by 
clinical means it is evident that this class of case is a 
small one. 

Rare instances of failure to react in cases of wide- 
spread tuberculosis without clinical evidence, as in the 
cases reported by Parker and Rutherford, suggest that 
sometimes a certain balance between the activity of the 
disease and the immunity reactions resulting from the 
injections may prevent the characteristic reactive spurts 
of temperature. The temperature record during the 
administration of tuberculin in therapeutic doses in cases 
of persistent slight fever in children occasionally raises 
the same suggestion, neither a reactive rise nor a smooth- 
ing-out of the temperature giving a definite indication, 
notwithstanding ultimate proof of tuberculosis being the 
responsible factor. 

The most effective dose of tuberculin has been fixed 
empirically at 0.4 or 0.5 c.cm. pure tuberculin for fully 
grown cattle. In man, Koch adopted, also empirically, 
a series of five injections—0.001, 0.002, 0.005, and 0.01 
c.cm. repeated—in order to reach the dividing line without 
severe or dangerous reaction. Although many cases react 
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typically to the smallest of these doses, particularly where 
the blood supply is active in the affected area and focus, 
as in pulmonary and kidney conditions, and although 
cases of tuberculosis of every type or degree are almost 
certain to react to one or other of the full series, it has 
been shown that there are exceptional cases that will 
react first only to still larger doses. It need hardly be 
added that the tuberculin used should be definitely ascer- 


tained to be of standard strength. It is not enough 
merely to state that the same batch has proved its 


activity by its results in other cases. 


Lindborg’s most Striking Case 
Lindborg’s mest striking case is that of the 8-year-old 
boy who died of meningitis three months after a negative 
test. As this boy was a sanatorium in-patient suspected 
of pulmonary or hilar tuberculosis in an active stage we 
can only assume, in the absence of post-mortem evidence, 
that meningitis occurred as the result of the liberation of 
tubercle bacilli from a tuberculous focus in lung or gland 
into pulmonary vein or thoracic duct, at all events from 
Why, then, did he not react, 
The question calls 
pulse charts 


some pre-existing focus. 
in virtue of this originating focus? 
for production of the temperature 
with the test doses recorded thereon and full clinical notes 
of the case. Presumably, in of the age and con- 
dition of the patient, the first dose was a reduced one. 
Lindborg seems to agree with the view that reaction first 
to a dose of 0.01 c.cm. is of little value as an indication 
though a positive result to smaller doses 


and 


view 


of active disease, 


is more significant. How far up were the doses carried 
in this case—to 0.005 c.cm.? Probably not further, if 
so far. No precise information is given. Were there any 


clinical features in this case that might have led an 
investigator like Eber or Bang to place it in the doubtful 
class for further consideration? We may speculate as to 
the original source, whether it was such as to 
to non-reaction by reason of being well walled off like 
the cases of Jowett or Hamman and Wolman, or whether 
there may have been an advanced condition, non-reactive 
obscure balance of immunological 
We have not been given the material 
on which to form an independent opinion. As presented 
the not do more than suggest that 
required in the interpretation of results, and that there 


is need for detailed investigation of apparent anomalies. 


conduce 


by reason of some 


attack and defence. 
caution is 


case does 


Favourable Opinions 


Lindborg’s articles are in effect a plea for caution in 


accepting a negative subcutaneous test as of absolute 
value. Relative and practical value is admitted. Kettel- 
kamp expresses a similar guarded opinion. ‘‘ Even the 


most sceptical critic will allow a 75 per cent. reliability. 
If this be so, then, if our other means of diagnosis have 
failed and the patient is negative to subcutaneous tuber- 
that the chances are at least 
tuberculosis, an assurance 
and very gratifying to an 


him 
has no 


culin, we inform 
three to that he 
which is certainly worth while, 


can 
one 
anxious tuberculosis suspect. It has been the custom 
at the Robert Koch Hospital, on discharging the negative 
them to anvone 
tuberculosis, and to 
but that so far as 


cases, to advise observe precautions as 


should 


for observation periodically, 


against 


report to the clinics 


science 


could determine they had not active tuberculosis at that 
ume.’ Lawrason Brown and F. Heise,'® from an experi- 
ence of 324 tested cases (13 per cent. negative express 
much the same view. ‘ Patients who fail to react to this 


dose La second dose of 0.01 «¢ m may be safely returned 
home and to work recent pulmonary tuberculosis is 
in all probability not present ...a negative reaction 
in selected cases is so intrequently followed by relapse as 
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to be fairly negligible.’”’ Finally, — these words 
McFadyean,'* whose long and _ intimate knowledge of 
tuberculin and its literature in veterinary medicine give 
them great weight, are of interest in this connexion, 


“None of the methods of tuberculin is perfect . . . but 
there methods that have stood the test of trial on 
a huge scale, and no country that can find the Means to 
finance a scheme of eradication need now hesitate from fear 
that it would fail because of inability to diagnose the disease 
When the object is to stamp out tuberculosis from a herd 
complete reliance should not be placed on one method of 
testing. When intelligently employed two different methods 
reduce the chance of error nearly to the vanishing point.” 


are two 


Conclusion 
A critical examination of Lindborg’s intere sting papers, 
and of the writings of the authors quoted in support of 
his thesis, in the light of a wide survey of the subject, 
leads to the conclusion that in these communications suffi- 
cient detail has not been presented to warrant acceptance 
of the cases and statistics at face value. For the purpose 
of ascertaining absence of tuberculous infection. or bio. 
logical cure, not to mention the estimation of the relative 
importance of latent disease, the subcutaneous test stands 
firm. Satisfactory proof has not been advanced that it 
fails to do what Koch claimed for it—in the case of the 
negative, ‘‘ that the case is not one of fresh or progressive 
tuberculosis demanding specific treatment.’’ Nor is there 
anything in what has been brought forward to disturb 
confidence in the reliability of the test, when properly 
performed, as a sound basis for the elimination of tuber- 
culosis either in cattle or in man. 
The value of newer and simpler methods is a separate 
question. 
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NOTES FROM A PREGNANCY DIAGNOSIS 
LABORATORY (1935) 


BY 


F. A. E. CREW, M.D. 


INSTITUTE OF ANIMAL GENETICS, UNIVERSITY OF EDINBURGH 


During 1935 6,031 pregnancy diagnosis tests were under- 
taken in this laboratory. Of these 3,014 belonged to the 
local authority, insured, or hospital categories, the remain- 
ing 3,017 being The tests were dis- 
tributed as follows: 


‘ private "’ cases. 


Number of Confirma- Errors 

Tests tions reported 
1. Aschheim-Zondek ae . assem Sa oe 15 

2, 24-hour Friedman fol- 

lowed by A.-Z. eos , ar 3 
3. 48-hour Friedman ede Un: - )- catienibe 6 
4. Not completed OR Sevens ee — 
Totals 6,031 eer Be. snnegh 24 


Occasions for the Test 

According to our records the clinician seeks the assist- 
ance that these tests can provide mainly in cases in which: 

1. The ordinary physical examination for pregnancy is 
dificult. In no fewer than 434 of the cases it was 
intimated that the patient was unmarried. In many 
others excessive obesity or vaginismus made examina- 
tion impossible. 

2. There is unusual and unexplained amenorrhoea or 
vomiting. 

3. Foetal death is suspected. 

4. There is difficulty in the differential diagnosis between 
pregnancy other varieties of abdominal tumour 
(carcinoma, cyst, mole) ; between ectopic pregnancy and 
other varieties of the acute abdomen ; between pregnancy 
between pregnancy plus fibroids and 


and 


and pseudocyesis ; 
fibroids alone. 

5. A diagnosis of mole or chorion-epithelioma has been 
made, or in which a recurrence is feared following ex- 
pulsion or removal. 

6. Medico-legal interests are concerned. 

7. For some purely personal or domestic reason it is 
important that the patient shall know at the earliest 
possible moment whether she is pregnant: for instance, 
a woman proposes to accompany her husband to some 
tropical station if she is not pregnant ; if she is, she 
will stay in this country, but the boat leaves in four 
days’ time. 

8. If pregnancy exists therapeutic abortion is to be per- 
formed—for example, in women with severe tuberculosis, 
a history of eclampsia associated with a previous and 
recent pregnancy, exophthalmic goitre, or calcification 
of the pericardium. 


Metheds and Procedures 

These have been described in previous reports.* Experi- 
ence, however, has led to the introduction of certain 
medifications. It was found that immature rabbits were 
most unsatisfactory, not so much because of their be- 
haviour in the test, but because so many of them were 
ill with when received from the dealer. It 
was not unusual for two to four out of a batch of twenty- 
five to die before injection within a week of receipt. For 
this reason it became necessary for us to breed our own 
Tabbits and to use only adult females in the tests. 

To meet the varying demands and of the 
clinicians two varieties of the Friedman test were made 
available. In the twenty-four-hour Friedman test one 


* Bntish 
759 ; 1933, 


coccidiosis 


needs 


Medical Journal, 1930, i, 662; 1931, i, 860; 1932, ii, 
No report for 1934 was presented. 


lu, 296. 
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rabbit is killed at the end of the twenty-four hours ; the 
second either at the same time, if the reaction of the 
first is sufficiently marked, or else later, at thirty-six or 
even forty-eight hours. A confirmatory Aschheim-Zondek 
test is performed concurrently. In the forty-eight-hour 
Friedman test only one rabbit is used. 

There is no doubt whatever that if the rabbit itself 
as a source of error is to be eliminated the method 
elaborated by Bishop (1933) is the ideal one. Under 
the conditions that obtain in this laboratory, however, 
it has been found impracticable to perform routine ex- 
ploratory laparotomies both before and after injection. 
Since the combination of the Friedman (in which con- 
centrated urine is used) and the Aschheim-Zondek tests 
demands so much less surgical skill and gives so high 
a percentage of accuracy, it was decided to employ it 
whenever possible. If the first rabbit gives a positive reac- 
tion then all is usually straightforward. If the result is 
negative or doubtful the clinician is advised to await 
the result of the confirmatory Aschheim-Zondek test. 
The use of the forty-eight-hour Friedman test is restricted 
to those cases in which some urgency exists and in which 
the patient cannot afford the more expensive test. 

It is seen that, as in previous years, in only about a 
quarter of the cases do we obtain the clinician’s comments 
upon the reports he receives. This being so it is, of 
course, very hazardous to speak of the percentage of 
accuracy of these tests. It is also impossible to include 
the majority of the results in any hopeful analysis of the 
records, and equally impossible for us, against the back- 
ground of our accumulated records, to proffer any firm 
suggestions relating to differential diagnosis or prognosis. 
It is to be assumed that errors are much more likely to 
be commented upon than are those reports which prove 
to be in harmony with the subsequent clinical history. 
It is not improbable, therefore, that the number of errors 
stated is more or less correct. 

The distribution of these errors has been peculiar. One 
practitioner had, in quite a short period of time, no fewer 
than three errors in a series of six cases. My correspond- 
ence makes it clear that both practitioners and patients 
are now inclined to take it for granted that the results 
of these tests are invariably correct. They have been 
impressed with the statement that the percentage of 
accuracy is not less than 98.5, and have forgotten that 
this still leaves 1.5 per cent. of errors. Yet if these tests 
are, at their present stage of evolution, associated with 
1.5 per cent. of error it follows that in a series of 6,000 
cases there are going to be ninety mistakes—a very small 
number when considered in relation to the total. But any 
appeal to statistical theory can do little to assuage the 
bitterness of the adverse criticism to which the clinician 
is exposed. To discuss errors in a report such as this 
can be instructive, even interesting, but to explain one 
away to an individual patient who has been misled can 
be an agonizing and even costly experience. The clinician 
should always safeguard himself, dwelling rather on the 
small percentage of error than on the high percentage of 
accuracy. These tests are amazingly accurate, and bear 
comparison with any others used in medicine, and they 
must not be blamed for difficulties which are created 
by misunderstanding. 


Errors 


1. The Aschheim-Zondek procedure gave thirteen false 
negatives ; seven of these proved to be instances of early 
pregnancy (less than eight weeks), and the test, repeated 
after an interval of ten days, returned a correct positive 
result. As a general rule the Aschheim-Zondek test carried 
out during the second to sixth weeks of pregnancy is 
reliable, but the observed differences in respect of hormone 





t Guy’s Hospital Reports, \xxxii, 308. 








concentration in the urine in different women at this stage 
of pregnancy are such as to make a negative result in 
any given case somewhat untrustworthy. Furthermore, 
the general endocrine disturbance commonly associated 
with puberty, with the climacteric, and with the state 
of anxiety in “‘ feared’’ or ‘‘ wished ’’ pregnancy can, 
it seems, produce effects which can cloud the result. In 
all these conditions, as well as in early pregnancy in some 
women with a relatively low gonadotropic hormone con- 
centration in the urine, it is not uncommon to find that 
there is an enlargement of the uterus and vagina in the 
mice in the test, but no naked-eye ovarian changes. 
Whether this is an effect produced by anterior pituitary, 
oestrin, or gonadotropic hormones has not yet been deter- 
mined, but it is our rule, born of experience, to advise 
repetition of the test in any case in which pregnancy 
remains a probability. In those cases in which this result 
is obtained a second test, almost without exception, gives 
an unequivocal result. In the other cases of false 
negatives no history was given, so that it remains possible 
that several of these were also cases of early pregnancy 
in women with an unusually low urine hormone content. 

The Aschheim-Zondek procedure returned two false 
positives. One of these related to a woman in whom the 
condition proved to be menopausal ; the other one, re- 
peated three months later, gave a definite negative, and 
possibly may have been a case of death of the embryo. 
2. The combined Friedman and Aschheim-Zondek tests 
returned false negatives and one false positive. In 
all three cases the results of the two tests were in agree- 
ment. In the absence of any sufficient clinical history I 

offer. 

In twenty-three cases the Friedman and 
Zondek results did not agree. In the 
was positive and the Aschheim-Zondek negative, and the 
former proved to be correct. In fourteen of these cases 
it is to be that, either for the reason that the 
pregnancy was a very early one, or else that the hormone 
concentration in these particular women was unusually 
low, the Aschheim-Zondek was not sufficiently delicate, 
for it to be the that the modified Friedman 
test, in which concentrated urine is used, picks up a con- 
centration of hormone which escapes the Aschheim-Zondek 
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procedure. In seven cases abortion had recently occurred. 
In the remaining two cases the positive Friedman reaction 
was incorrect and the negative Aschheim-Zondek reaction 
One was a non-pregnant girl aged 12 years 
and the other a non-pregnant woman 
the time of the climacteric. 
In five cases the Friedman reaction was negative 
the Aschheim-Zondek one positive ; the 
be But, since these tests were 
the rabbit material was unsatisfactory, thes« 
disagreements In one other of 
this Aschheim-Zondek test negative 
reaction, and thus came with the 
3. The forty-eight-hour Friedman test returned six false 
atives, of which no history was forthcoming. 
two others the Aschheim-Zondek test, a fortnight and 
weeks later, gave definite positives. One specimen 
iir mail from Spain, was stale, and killed all 
Aschheim-Zondek tests before giving this 
In this the fault 
second specimen later gave a 
reaction. The re 
who was 
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negatives were reported in three of these cases, One te. 
ferred to a specimen taken fourteen days after the known 
date of intercourse, and a further test, carried out fourteen 
days later, gave a definite positive. Two doubtfyl Posi- 
tives were reported. One of these referred to a nop. 
pregnant menopausal woman, and the other to a Case 
in which a fibroid was shortly afterwards removed from 
the wall of the uterus, no evidence of pregnancy being 
then discerned. 

There is no doubt that the errors in these tests are 
concentrated at the beginning and at the end of the 
reproductive phase of life. The results obtained in those 
cases in which the patient is a young unmarried gir] aged 
under 20 or a woman of 43+ are much less reliable than 
they are in the case of women between 20 and 40. This 
fact should be borne in mind by those who have the more 
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difficult task of harmonizing the reported results with 
individual clinical histories. 

There were forty-four specimens in which no result was 
for the reason that the injections killed the 
animals. It still remains a very difficult matter to explain 
the reasons for this action of the urine and the behaviour 
of the rabbit and mouse. In a number of cases it has 
been possible to reduce the lethal quality of the urine 
by precipitating the surfeit of protein material by the 
use of hydrochloric acid before the sulpho-salicylic acid 
itself is added. It is almost the rule for a specimen from 
a patient suffering from some chronic cachectic conditien 
such as tuberculosis or nephritis to prove to be extra- 
ordinarily lethal. Furthermore, it is significant that the 
specimens derived from single women who have reason 
to wish to avoid pregnancy is very commonly lethal. 
Whether this is a reflection of the general emotional state 
or whether it is an indication of some attempted chemical 
interference it is impossible to say, but the examination 
of a specimen from such a case is invariably a difficult 
and usually an unsatisfactory task. 
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Age Distribution of Cases 

In 1,496 cases the age of the patient, which ranged 
from 12 to 53, was intimated. The graph shows the age 
distribution. In twenty-six cases in which the age was 
12 to 16 there were only six positives. These figures have 
a medico-legal interest. Between the ages of 17 and 40 
the number of positives was at every age always in excess 
of negatives. Thereafter the relative number of negatives 
progressively increased until, out of twenty-two cases at 
47, only four were positive ; forty-five specimens were 
from women between the ages of 48 and 53, and not one 
of these gave a positive reaction. The high peak at 24 
in the graph presumably refers to the common age at 
first pregnancy among the middle classes. The peak at 
35 is of interest, but its significance escapes me. The 
third peak at 42 is, according to my records, associated 
with the difficulty of distinguishing between menopause 
and pregnancy. Since only twenty-four of the sixty-two 
specimens from women at this age proved to be positive, 
it would seem to suggest that menopausal symptoms at 
this age are not uncommon. 


Abortion 

In 102 cases the question of foetal death was raised. 
These included a certain number of instances of habitual 
abortion, in which it is the practice of this laboratory to 
advise that the Aschheim-Zondek test should be performed 
at fortnightly intervals around the time of the expected 
abortion, for it has been found that the transformation 
of a positive into a weak positive has commonly sounded 
a warning note which has permitted the clinician, success- 
fully to take appropriate measures. In three of the cases 
evidence was sought concerning the completion or other- 
wise of a criminal abortion, but in the majority of cases 
the clinician was seeking confirmation of his own tentative 
diagnosis of foetal death, based on such evidence as 
haemorrhage of foetal movements and heart 
sounds, or disharmony between the length of gestation 
and uterine enlargement. 

There can be no doubt that the provision cf a reliable 
test for the recognition of foetal death shortly after this 
has occurred is urgently needed. So far the Friedman 
and Aschheim-Zondek procedures have not proved to be 
very helpful in this regard, for with the Aschheim-Zondek 
test a positive reaction has been obtained anything from 
one to three months after the time of the death of the 
foetus (Aschheim, 1933! ; Bué, Palliez, and Gernez, 1932? ; 
Bulliard, 1932° ; Brouha and Hinglais, 1931‘ ; Spielman, 
Goldberger, and Frank, 1933° ; Stewart, 1931°%), while the 
Friedman in Bishop’s (1935’) series of eleven cases also 
gave in the exceptional case a positive as long as six 
weeks after foetal death. 

This is very unsatisfactory, but, after all, it is too much 
to expect that these tests should invariably give clear-cut 
results in these for, the results obtained are not 
supposed to depend upon the presence of a living embryo, 
but on the presence of living functional chorionic tissue. 
Furthermore, the strength of the reaction is not a true 
indication of the amount of placental tissue present, and 
the amount of gonadotropic hormone present in the urine 
varies not only with the stage of pregnancy—being 
stronger during its early stages—but also from woman 
to woman. 

Using the Aschheim-Zondek test, I have had a correct 
negative result as early as five days after foetal death, 
but in others the same test has continued to give a positive 
for as long as three weeks. The same is true of the 
Friedman method. In order to overcome these difficulties 


cessation 


cases, 


So far as possible, it is now the practice here to employ, 
whenever we can, the combined Friedman and Aschheim- 


If both 


Zondek tests in any case of suspected abortion. 
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give a negative reaction the question is answered, but it 
is more usual in recent cases to get a positive Friedman 
and a negative Aschheim-Zondek reaction, the uterus and 
vagina of the mice being enlarged. A review of my 
records shows that this combination of tests has yielded 
a high percentage of accuracy when performed seven to 
fourteen days after the death of the ovum, but exception- 
ally, using these tests, a false positive is obtained as late 
as two months after foetal death. It is not improbable 
that a quantitative blood-oestrin test would prove to be 
of great value in these cases. 


Ectopic Gestation 

In fifty-three cases the diagnosis ‘‘ possible ectopic 
gestation ’’ was intimated. Clear-cut results were ob- 
tained with the Friedman and the Aschheim-Zondek and 
with the combination of the two. It is in connexion with 
this condition that the most spectacular and gratifying 
successes Of the tests are achieved. The records show 
that in several instances the result of the test alone has 
determined that operative intervention should proceed 
immediately. It is not too much to say that in these 
cases the tests have been the means of saving life. 


Carneous Mole 

In eight cases in which the diagnosis was “‘ possible 
carneous mole ’’ the Aschheim-Zondek test was used. In 
two in which the dilution tests were employed the result 
was weak positive, negative, negative. In all the rest 
the ordinary Aschheim-Zondek and dilutions procedure 
were negative. I have no information concerning the final 
diagnosis in these cases. 


‘ 


Hydatidiform Mole and Chorion-epithelioma 

We performed 130 dilution tests. When asked to dis- 
tinguish between pregnancy and mole—to confirm a tenta- 
tive diagnosis of mole er chorion-epithelioma, or to test 
for the recurrence of mole after expulsion or removal— 
it is the routine practice in this laboratory to use (a) un- 
diluted urine, (b) urine diluted nine times, and (c) urine 
diluted with ninety-nine times its own volume of distilled 
water. Since in the majority of these cases details of the 
clinical history do not accompany the specimen, it is 
impossible to draw from the results obtained any clear 
conclusion. However, such evidence as is available per- 
mits me to hold the view that the test is reliable, and 
usually provides information of value to the clinician. 
In the majority of instances normal pregnancy gives 
Aschheim-Zondek reaction positive ; 1 in 10 dilution nega- 
tive; 1 in 100 dilution negative ; whereas mole and 
chorion-epithelioma return positives with all three. Very 
exceptionally a normal pregnancy can give a 1 in 10 posi- 
tive, but, since it is so very rare, it can be disregarded in 
practice for the reason that the clinical signs themselves 
are usually sufficient to prevent any mistake in differ- 
ential diagnosis on the part of the clinician. Although, 
exceptionally, both the Aschheim-Zondek and the two 
dilution tests give negative reactions as early as seven 
days after expulsion or removal of the mole, it is more 
usual to get at this time a weak positive, negative, 
negative. At the end of the second week after expulsion 
or removal the result obtained is usually a negative in 
all three tests, though a positive with the ordinary 
Aschheim-Zondek procedure is not uncommon. After a 
longer interval than this a series of negative results are 
usually obtained, though there are many exceptions. In 
one case the ordinary Aschheim-Zondek reaction was 
positive up till the end of six months, thereafter being 
negative. In another case in which a positive, positive, 
negative reaction series had been obtained the reactions 
were all negative fourteen days later, and during the 
interval radium treatment had been exhibited. 
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The age of the patients was given in forty-seven of 
these cases ; it ranged from 19 to 51. The distribution 
was as follows: 


Age 19 | 21 | 22 | 23 | 24 | 25 26 27 | 28 


No. of 1 3 2 3; 4 4 4 3 1 


cases 


Age 37 38 33 40 | 41 43 | 44 £0 51 

No. of cases : 1 l ] 1 3 l 1 1 2 
It is seen that more than two-thirds of these cases 
occurred in women of 35 and under. In six cases the 


women were primigravidae, and in two cases the history 
showed that a pregnancy can occur after the 


expulsion of an undoubted mole. 


normal 


Testicular Tumours 
testicular tumours 


In four males in which there were 
the Aschheim-Zondek test gave negative results. One 
patient was aged 23 and another 30. In the third cast 


there was a small nodule in the right epididymis, the liver 
was enlarged, and there was associated jaundice. Opera- 
tion showed that the nodule was a simple cyst. In the 
fourth case there was a small testicular nodule with liver 
enlargement and ascites ; the operation revealed a non- 
malignant tumour. In addition to these the Aschheim- 
Zondek test gave a negative reaction in the case of a man 
aged 58 suffering from doubtful hyperpituitarism. In 
one case in which the sex of the patient was not given, 
but in which the diagnosis was possible teratoma, the 
Aschheim-Zondek procedure gave a positive result, as did 


also the two dilutions. 


General 
Combined Friedman and Aschheim-Zondek tests 
correct positive resuits in the case of specimens taken 
fifteen days and seventeen days after the known date of 
intercourse, and also correct results in the case of speci- 
mens which came by air mail from Kenya, Malta, and 


gave 


Spain 

Medico-legal interests were concerned in the following 
six in which mental deficiency was involved ; three 
one of rape ; and one in which the 


Cases. 
of criminal abortion 
possibility of pregnancy complicated divorce proceedings. 

In one case in which a final diagnosis of carcinoma of 
the ovary the Aschheim-Zondek gave a 
definite negative reaction. 

An Aschheim-Zondek positive reaction was obtained in 
a case was recorded following operation as an 


was returned 


which 
instance of ‘‘ an enormous ovarian cyst.’’ 

In a girl aged 13, in which the Aschheim-Zondek result 
negative, the uterus as large as a three-months 
pregnancy, owing to an imperforate hymen. 

A combined Friedman and Aschheim-Zondek test gave 
a positive reaction in a case in which it was stated that 


was was 


adequate contraceptive measures had been used. 


In one case in which the patient had been sterilized, 


both tubes being cut and tied, she herself was quite 
convinced that she was pregnant, since her sensations 
were the same as when previously she had carried her 


only child. The result was a definite positive, which was 
confirmed following curettage. 

In a case in which the Aschheim-Zondek 
positive the patient (pregnant) was suffering from fragilitas 
Her mother was crippled by the same defect, 
and child, aged 34, also had had several fractures. 
This child had been delivered by Caesarean section. 

The which include the time of intercourse in 
relation to the last menstrual period, indicate quite clearly 


reaction was 


ossium 


her 
records, 


that conception can, in a series of women, occur at all 
times during the intermenstrual period. 
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Breakage in the post accounts for an average of three 
specimens a week, and one report a week goes mysteriously 
astray. The Post Office accepts no responsibility for 
articles placed in its care, and all broken packages (which 
may include letters, postal orders, and cheques) are 
destroyed. If a letter goes astray, then of course its 
sender is to blame. 

To anyone who has read so far it will be exceedingly 
obvious that any value that the observations made and 
the very tentative conclusions drawn might have possessed 
has been largely destroyed, for the sole reason that in 
two-thirds of the cases it is not known whether or not 
the result of the test and the subsequent clinical histo 
were in harmony. A great deal of very valuable informa- 
tion concerning sex and reproductory physiology, and 
social biology also, has not been garnered. 

There is a danger lest this work should become com- 
mercialized, the doctor, as it were, paying so much for 
certain information of value in return. This attitude 
must, I submit, be opposed, for if only clinician and 
laboratory worker will pool their interests and knowledge 
there is no doubt that through these pregnancy diagnosis 
tests much that is now mysterious can be explained and 
much that is now beyond our powers can be controlled, 
Accurate knowledge is needed, and this can come in this 
particular field only through the analysis of great numbers 
of carefully observed and fully recorded cases. Pregnancy 
diagnosis, for the present at least, is more than a side- 
room technique ; it should be an essential part of all 
programmes of research in human and social biology. 
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Clinical Memoranda 


Giant Urticaria following Aspiration of 
a Pleural Effusion 
The following case appears to be of unusual interest. 
After a careful investigation of the literature no similar 
one appears to be on record. 
A student, aged 24, developed a left-sided pleural effusion 


in April, 1934. There was a history of slight pain in the 
left chest attributed to ‘‘ rheumatism ’’ two weeks before 
onset, but increasing dyspnoea on exertion was the first 


symptom noted by the patient. When seen, three days later, 
the fluid dullness reached the inferior scapular angle on the 
left There was no clinical evidence of intrapulmonary 
tuberculosis in either lung. His temperature averaged 100° 
in the morning and 102° in the evening, pulse 120, respira- 
per minute. Three days later a specimen of clear, 
amber-coloured fluid containing a ivymphocytes but na 
tubercle bacilli, was removed, but the fluid slowly increased, 
and, at the end of a fortnight, reached the second rib, with 
resultant cardiac displacement and severe dyspnoea. A gas 


side. 


tions 30 
few 


replacement was performed, with considerable relief to the 
patient, about three pints of fluid being withdrawn. Three 
days later, however, he complained of intense itching over 
the forearms and legs, soon followed by numerous areas of 
erythema, varying in size from a sixpence to a half-crown, 


which spread centripetally until the whole trunk was involved. 
These progressed to the formation of large urticarial wheals, 
which became confluent. The face and neck were only slightly 
affected. 

Under treatment with calcium chloride, 15 grains t.d.s. 
orally, and calamine lotion locally, the condition subsided in 
three days and did recur. The patient made an un- 
interrupted recovery. 
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CLINICAL MEMORANDA 
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In view of this occurrence a careful inquiry made into the 
patient's past history showed that neither he nor any members 
of his family had ever suffered from eczema, urticaria, 


migraine, or any other allergic manifestations. 


DISCUSSION 

The cause of the urticaria is obscure. It is possible 
that the patient was sensitized to his own fluid by inocu- 
lation along the needle track when the first specimen was 
withdrawn, and subsequent aspiration caused an allergic 
reaction. Against this is the fact that the first lesions 
to appear were on the limbs, not at the site of puncture. 

Again, the comparatively large amount of fluid with- 
drawn might lead to a marked depletion of serum calcium, 
and the response to calcium therapy favours this view, 
but the element of coincidence cannot be entirely dis- 
regarded. 

Iam indebted to Dr. C. E. H. Anson for his kind assistance 
in preparing this paper. 


enile FERGUS PATERSON, M.B., B:S. 
senencen 


Perforated Gastric Ulcer Occurring Twice in a 
Septuagenarian: With Recovery 


Perforation of a gastric ulcer normally carries a very high 


mortality, and I think my patient’s notes are worth 
recording. 

A man, aged 71, was sent into the Great Yarmouth Hospital 
under my care by the late Dr. McIntyre. Perforation had 
occurred on the evening of January 15th, 1934, ten hours 


admission. perforated ulcer of stomach, 
and immediate operation decided upon. He was given mor- 
phine 1/4 grain. Dr. J. M. Smellie kindly administered gas 
and oxygen. Operation: suprapubic incision and large rubber 
drainage tube. Incision through right rectus. Suture of 
ulcer in prepyloric area of anterior surface of stomach, rather 
nearer the lesser than the greater curvature. Subpectoral 
saline infusion given. 

The after-history uneventful. The pulse never rose 
above 90. He was discharged completely healed on February 
15th, 1934. I saw him frequently during the next two years, 
largely owing to the illness of his wife. Once or twice he 
consulted me for indigestion, which was relieved by diet and 
MacLean’s powder. On January 13th, 1936, he consulted me 
about a patch of varicose eczema on his leg. He looked and 
felt perfectly well 

On February Ist I got a telephone message at 6.20 a.m. 
asking me to call at once, as he had had severe pain since 
4a.m. He had refused to let them disturb me earlier. I saw 
him at his home five miles away about 7 a.m., and diagnosed 
another perforation. I gave morphine 1/4 grain, and arranged 
for his transference to hospital and immediate operation. 
Operation about 8.30 a.m. Dr. J. M. Smellie again gave gas 
and oxygen, and I again gave subpectoral saline. I also did 
an intercostal nerve block. I opened the abdomen through 
the right rectus, and immediately found a small perforation 
in the same situation as before. I could see a sulcus trans- 
verse to the long axis of the stomach produced by my former 
years involuted the ulcer by inter- 
rupted suture, and decided that in view of his previous opera- 
tion suprapubic drainage might be difficult to adopt. 1 there- 
fore closed the abdomen without drainage. On each occasion 
| abstained from any more mopping and cleaning of the peri- 
than was essential for a clear view of the field 
ind on both occasions after-treatment involved 
ulfe’s bottles. 


before Diagnosis : 


was 


operation two ago. I 


toneal cavity 
of operation, 
the use of W 


Once more his convalescence was uneventful. Next morning 


when asked how he was he shouted (he is very deaf), ‘‘ I’m 
a'l right 
and ear trumpet.’’ 


24th, 


but I came away in such a hurry I forgot my glasses 
He was discharged quite well on February 
1936. 

R. Leonarp Ley, M.B., B.Ch., 


Honorary Surgeon, Great Yarmouth Hospital. 
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THE MEDICAL ANNUAL 


Medical Annual! 
our bookshelves, 


welcome 
more we 
take the opportunity of congratulating the editors, Dr. 


makes its 
and once 


Once more the 
appearance on 


LetHEBY Tipy and Professor RENDLE SHortT, and the 
publishers, John Wright and Sons Ltd., on making avail- 
able to the English-speaking medical profession one of 
the most useful handbooks on current therapeutics we 
know of. 

In their introduction to the 1936 issue the editors 
remark that ‘‘ A year-book must record the proceedings 
of the previous year like the minutes of a meeting. 
Minutes contain no implication that the opinions ex- 
pressed by the speakers are justified or that the con- 
clusions arrived at are correct, although some discretion 
is used as to what is inserted.’’ A glance at the list of 
contributors (numbering thirty-six) assures us that the 
degree of discretion used must be high indeed, and one 
on which the medical man or woman in practice may 
confidently rely. 

It is not possible to review, except in the most general 
and summary way, a volume of well over six hundred 
pages which covers the whole field of medicine, surgery, 
and obstetrics and gynaecology. Indeed, such is the 
reputation of the Medical Annual that a review can do 
little more than draw attention to the fact that it is now 
published, and remind those who may have forgotten 
to order a copy to do so now. ; 





POLLEN GRAINS AND HAY FEVER 


To those interested in the aetiological agents responsible 
for hay fever symptoms Pollen Grains : Their Structure, 
Identification and Significance in Science and Medicine,* 
by R. P. Wopenouse, Ph.D., will prove of exceptional 
value. As scientific director of the Hayfever Laboratory 
of the Arlington Chemical Company of Yonkers, New 
York, for over twenty years, he has been interested in the 
identification of pollen grains and the preparation of 
appropriate extracts. With the recent advent in America 
of botanical surveys of the possible hay-fever-producing 
flora in the different States, and the use of the atmo- 
spheric pollen plate, some method of distinguishing the 
various pollen granules has been necessary, and Wode- 
house’s book amply satisfies this need. 

The book is divided into two parts. In the first, the 
author gives a historical review of the morphology of 
pollen ; the methods of collecting it in large amounts and 
its preparation for microscopical examination ; and the 
general characters and variations in shape of the indi- 
vidual pollen grains. In the second part he has drawn 
up a mastez key for the identification and classification of 
pollen grains, and in a further 300 pages he gives a well- 
illustrated and detailed account of the various pollens 
according to their botanical families. 

Perusal of the book will convince one that “‘ it presents, 
as far as possible, what is known about pollen grains,’’ 
not only those found in the air and possibly causing hay 
fever, but also those fossilized in peats and other sedi- 
ments ; not only those prevalent in America and of 


1 The Medical Annual. A Year Book of Treatment and Practi- 
Index. Fifty-fourth year, 1936. Bristol: J. Wright and 
Sons Ltd.; London: Simpkin Marshall Ltd. 1936. (Pp. 624 ; 
156 figures. 20s. net.) 

2 Pollen Grains: Their Structure, Identification and Significance 
in Science and Medicine. By R. P. Wodehouse, Ph.D. London: 
McGraw Hill Publishing Co., Ltd. 1936. (Pp. 574; 123 figures, 
14 plates. 36s.) 
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common occurrence, but also many that are rare and often 
only growing in distant countries. 

‘* Pollen grains are small, so small that they cannot be 
seen with the naked eye ; nevertheless, each is a phase in the 
life cycle of the flowering plant, the point in the cycle where 
all the potentialities and characters of the plant, be they the 
beauty of the rose, the majesty and dignity of the oak, or 
the grace and elegance of the vine, are distilled into a tiny 
cell and cast with millions of others to the wind.”’ 

The book is a great tribute to the author's assiduity 
and skill, and obviously the result of years of patient 
study. The 123 excellent illustrations are all original 
and entirely the work of the author, the greater part of 
which, and the written material, being prepared especially 
for this book, and appearing for the first time. With such 
a complete and compact groundwork it should be possible 
for a botanical survey of the hay-fever-producing plants of 
the British Isles to be initiated, since the main drawback 
has been the identification of the various pollen grains 
which lodge on the atmospheric plate. The book can be 
recommended as a masterpiece on the subject, well set 
out, clearly printed, well illustrated, and with a good 
glossary, bibliography, and index. 





GYNAECOLOGY FOR STUDENTS 

of G) naeco- 
paid to the 
subjects of 


Dr. WILFRED SHAw has written his Textbook 
logy® primarily for students, attention being 
clinical side and emphasis being laid on the 
anatomy and physiology. As perhaps might be expected 
those portions of the book dealing with the above matter 
are thoroughly sound and for the most part written in an 
attractive style. There is a good chapter on the pathology 
of conception, which includes such subjects as vaginismus, 
sterility, repeated abortions, and birth control. Although 
the last-mentioned item is not properly speaking covered 
by the chapter heading, at the present day it is obviously 
a subject which deserves consideration in a gynaecological 
textbook, and is probably more suitably grouped in this 
chapter than elsewhere. Some little space is devoted to 
the pathology of pregnancy, including such subjects as 
abortion (about twenty pages), hydatidiform mole, chorion 
epithelioma, and ectopic pregnancy (the last item—about 
sixteen pages). Whether or not those complications of 
pregnancy which are habitually treated in the gynaeco- 
logical wards, and those only occasionally, and/or acci- 


dentally, so treated, should be included in works on 
gynaecology is obviously a matter for the individual 
teacher and his school to decide. It is unusual for the 


subject of abortion to be discussed at length in a gynaeco- 
logical textbook, though it must be admitted that post- 
abortion complications are common in this country, and 
we understand very common indeed in some cities abroad. 

Individual gynaecologists will doubtless find small points 
in which they do not quite see eye to eye with the author 
—for example, when replacing a retroflexed uterus many 
people do not find it necessary to set the patient first on 
her side and then turn her over on to her back in order 
to complete the manipulations. One can understand the 
advantages of the knee-chest position in the now very 
rare cases in which it is necessary to attempt the replace- 
ment of a retroverted gravid uterus without an 
thetic, but the left lateral position seems rather a handicap 
than otherwise, though the matter is obviously a question 


of 


anaes- 


custom. 

There is an interesting chapter on radiological treatment 
in gy The Stockholm methods of 
employing radium are described. Suitable mention is also 
made of x rays. We agree that ascites associated with 


naecology. Paris and 
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an ovarian tumour is strong evidence of malignancy, pro- 
vided that the tumour is not too large—that is, below 
the size of a seven months pregnant uterus. Larger 
tumours, if of old standing, are liable to be associated 
with free fluid in the abdomen, although the total quantity 
is not so great as in the malignant cases. It is quite trye 
that the mammoth cyst is rarely malignant under ordinary 
circumstances ; but here again the element of neglect comes 
in—a certain number of these huge cysts are found at 
operation to be malignant in patients who have postponed 
seeking medical advice until the last possible moment. 

Taken altogether, Dr. Shaw has produced a sound 
textbook for students, and his illustrations, which are 
excellent, add greatly to its practical value. 





THE HUMAN FOOT 
Patient work by careful clinicians extending over many 
years has resulted in the recognition of a number of 
organic causes of pain in the foot—conditions such as 
osteochondritis of the scaphoid, march fracture, and 
calcanean apophysitis. Yet for the majority of the aches 
and pains that afflict the human foot, particularly those 
localized in the transverse arch, no definite 
organic basis has been found. In a large number of cases 
the painful feet are of fairly normal appearance, and, by 
contrast, many feet obviously ‘‘ flat’’ are remarkably 
free from pain. Consequently, attention has been focused 
recently on function rather than form. Small degrees 
of stiffness in the tarsal joints and deficient muscular con- 
trol are held responsible for much disability. But have 
more obscure organic causes of pain been overlooked? 
According to Professor D. J. Morton they have, and his 
book entitled The Human Foot* is chiefly devoted to a 
consideration of this question. The author is one of 
an increasing number of anatomists who show a lively 
interest in clinical problems, and his contributions to the 


so-called 


literature of orthopaedic surgery are well known. 

He deals first with the evolution of the human foot. 
It is hard to exaggerate the significance of this process, 
for it is most intimately concerned with man’s attain- 
ment of his unique mode of progression. In considering 
the later stages, special attention is paid to the adduction 
of the hallux, the loss of prehensility, and the perfection 
of the foot as a powerful lever. This is followed by an 
excellent account of the normal physiology of the foot ; 
the author has made a number of valuable original obser- 
vations, particularly by the use of the staticometer. 

Orthopaedic surgeons will probably hasten to the third 
and final section dealing with functional disorders. Pro- 
fessor Morton believes that many cases of metatarsal pain 
be attributed to (a) shortness of the first metatarsal 


may 
(b) a rearward position of the sesamoids of the 


bone, 
hallux, (c) undue mobility of the most medial component 
of the longitudinal arch, or to some combination of these 
three conditions. Each of these abnormalities results in 
a failure of the head of the first metatarsal bone to bear 
its proper share of the body weight. The weight has to 
be borne by the other metatarsal heads, particularly the 
second, and in time derangement of function 
results with pain referred along the distribution of the 
medial plantar nerve, the well-known “ metatarsalgia ” 
first described by Morton in 1875. The only 
reliable method of discovering these (presumably atavistic) 
conditions is by radiographic examination. The evidence 
for the frequent existence of a short first metatarsal bone 
is most convincing: that supporting the other two abnor- 
But this new approach to 


serious 


another 


malities is not so strong. 
Physiology, 


De 
New 


el t meni, 
Lb. J. Morton. 
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olutionary 
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and Functional Disorders. by 
York: Columbia University Press ; London: H. Milford, Oxford 
University Press. 1936. (Pp. 244; 100 figures. 15s. net.) 
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functional disorders of the foot is so attractive and well 
thought out that it deserves the serious attention of all 
orthopaedic surgeons. The book is therefore commended 
to them without hesitation. It contains so much of value 
that no review can give more than a brief indication of 
jts contents. 

Disagreement on certain points is bound to arise: for 
example, we consider that Professor Morton has hardly 
done justice to the functional importance of the toes, a 
question which in this country has been carefully studied 
by Lambrinudi. There should, however, be unanimity in 
welcoming the publication of this valuable investigation, 
and in appreciating the precision of the author’s methods 


of observation. oT, a 


DIABETES MELLITUS 

Professor Maurrtac and his colleagues at Bordeaux have 
produced an interesting book on diabetes mellitus, deal- 
ing with various * controversial questions,’’ both clinical 
and pathological. The production is typically French, 
clearly and well written, superficially logical and con- 
vincing, but the controversial questions, although well 
aired, are left floating rather vaguely and lamely at the 
end of each chapter without much factual support. 

The most interesting chapter is the first, by Professor 
Mauriac, on hepatomegaly in childhood. He describes 
one interesting case of a diabetic child who, after five 
vears of successful (?) insulin treatment, developed a large 
liver, a venous collateral circulation, and a stunted obese 
appearance like a young Buddha. The liver enlargement 
improved with mercurial treatment, but became worse 
again, and is still present at 15 years of age. He 
ascribes this unusual complication to external pancreatic 
as well as to insular deficiency, but in the absence of all 
pathological tests (even a Wassermann reaction or an 
examination of the faeces) this is mere hypothesis. He 
discusses the relation of von Gierke’s disease (glyco- 


genesis) to his case. 

Other chapters of clinical interest deal with the neuro- 
logical and ocular complications of diabetes and with 
diabetic coma unaccompanied by ketonuria. The last 
chapter tries to show divergent types of carbohydrate 
metabolism, as judged by blood-sugar reactions after 
glucose, adrenaline, and insulin, corresponding to different 
types of body-build in normal individuals—the pykno- 
some, the leptosome, and the athletic. Here we enter 
the realms of philosophic speculation rather than science. 


A REFERENCE BOOK ON RADIOLOGY 

We welcome the second edition of Roentgenology,® by 
Professor ALBAN KOHLER, revised by the author and trans- 
lated and edited by Dr. ARTHUR TURNBULL. It is the only 
book of its kind, and is the life-work of one of the most 
distinguished of German radiologists. It deals very largely 
with the normal and the beginnings of the abnormal, and 
for this reason alone should be of great value to the 
younger radiologists, because it gives them a good basis 
on which to build. Many of the more recent advances 
in radiology, such as encephalography, hepatography, and 
kymography, are purposely omitted ; the author thinks 
there is no clear experience as yet of what is normal and 
what is really pathological as shown by many of these 
methods of examination. 

For those who are beginning the study of radiology 
there is no better work of reference, especially for the 


a Dia Su Questions Controversees de ¢ linique et de 
Pathogé) By various Authors. Paris: Masson et Cie. 1936. 
(Pp. 214. 32 fr.) 

® Roent: logy. Ti Borderlands of the Normal and Early 
Pathological in the Skiagvram. By Professor Dr. Med. Alban 
Kohler. Second English edition, revised by the author. Trans- 
lated and edited by Arthur Turnbull, M.A., B.Sc., M.B., Ch.B. 
London: Buailli¢re, Tindall and Cox. 1935. (Pp. 632; 400 figures. 
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information regarding slight divergencies from the normal 
anatomical appearances. For example, a small bony 
process, a roughness, a small translucency or opacity may 
indicate a slight departure from the normal, and it is of 
great importance that these slight alterations should be 
recognized as early as possible. The most important and 
the best part of the book deals with bones, cartilages, and 
articular capsules. The normal appearances of bones and 
almost every bony abnormality are thoroughly described. 
Further chapters are devoted to the various systems of 
the body. They are all carefully written, and contain 
much useful information. 

Throughout, the book is illustrated by many line 
drawings, which are exceedingly good, and by numerous 
radiographs, which are not quite so good as they might 
be ; it is well printed, and there is an excellent index. 
As a work of reference it can be recommended. 





Notes on Books 


A second edition of Urology in Women’ has now been 
issued. The author, Dr. CaTHERINE Lewis, has brought 
this useful little book up to date by expanding the 
sections devoted to such subjects as urinary infections 
and the changes which occur in the ureters during preg- 
nancy and menstruation. No one can read this book 
without being convinced that much is gained by con- 
sidering urinary diseases from the special point of view 
of women patients. The special factors in the aetiology 
of urological diseases in women are much more clearly 
appreciated in such a book, and the concentration on the 
female patient allows of a more detailed and practical 
description of treatment. 


Sir REGINALD St. JOHNSTON is one of the small band 
of colonial medical officers who have become governors. 
As he states in the opening chapter of From a Colonial 
Governor's Note-Book,* ‘‘ the everyday life in the Crown 
Colonies has been very little written about.’’ The book 
begins with his appointment in 1918 as Colonial Secretary 
and Acting Governor of the Falkland Islands, where the 
items of diet included excellent mutton at threepence a 
pound, with liver and kidneys gratis, wild geese at a 
shilling, and penguins’ eggs at a penny apiece. The 
remainder of Sir Reginald’s service was spent in the 
West Indies, where he became Governor of the Leeward 
Islands. There is a good description of a devastating 
hurricane, which, travelling at 135 miles per hour, caused 
nearly a quarter of a million pounds’ worth of damage 
and ninety-one deaths. Although there is much of interest 
in the book, the narrative is too often lost in digressions 
and reminiscences, and many passages are definitely dull. 
Rigorous pruning would have improved it. 


The official Year Book of the Scientific and Learned 
Societies in its fifty-first issue maintains the high standard 
of its predecessors. It is a useful and admirably produced 
work of reference, presenting briefly and concisely all the 
essential information concerning the large number of 
scientific societies of Great Britain and Ireland. 


The fifteenth edition of Morten’s Nurse’s Dictionary of 
Medical Terms and Nursing Treatment has been published 
by Messrs. Faber and Faber (3s. net) after thorough 
revision by Miss Florence Taylor of Guy’s Hospital. The 
new edition includes additional information on several 
subjects, a new appendix on first aid, and extra illus- 
trations of surgical instruments. The standard of previous 
editions has been well maintained. 


Classification always presents difficulties of attainment, 
and many medical librarians will be grateful to Mr. C. C. 
BaRNARD, librarian of the London School of Hygiene 
and Tropical Medicine, for publishing his scheme in 








7 Urology in Women. A Handbook of Urinary Diseases in the 
Female Sex. By FE. Catherine Lewis, M.S., F.R.C.S. Second 
edition. London: Bailliére, Tindall and Cox. 1936. (Pp. 100; 
31 figures 6s.) 

‘Fyrom a Colonial Governor's Note-Book. By Sir Reginald 
St. Johnston, K.C.M.G. London: Hutchinson and Co. Ltd. 1936. 
(Pp. 285; illustrated. 12s. 6d. net.) 
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Medical Libraries (Percy Lund, 
Humphries and Co., Ltd., 10s. 6d.). The author com- 
piled the scheme after experience in four medical 
libraries, and it has been in use for fourteen years. It 
is essentially a ‘‘ special’’ library classification, and, 
although some may think that the Universal Decimal 
System should be adopted in all libraries, others may 
think it too elaborate, and will welcome a less involved 
scheme, such as Mr. Barnard has provided. The book 
is worthy of study by all interested in libraries, and 
particularly by librarians of ‘‘ special ’’ libraries, medical 
and non-medical. 


A Classification for 


Preparations and Appliances 


AN AIRWAY GAUGE FOR NOSE AND LUNGS 

Sir Leonarp Hit, F.R.S., writes: 

he figure shows a gauge, as designed by me and made 
by Messrs. Mayer and Phelps, for measuring (1) the airway 
of either nasal passage, and (2) the smallest orifice through 
which a subject can breathe without distress by way of the 
mouth and with the nose closed—this can be used as a 
measure of fitness. 

1. Sitting in front of the subject and holding the gauge 
upright, the nipple is inserted into one nasal orifice, the slit 


the screw is closed, and the mouth shut, so that 
breathing takes place through 
the other side of the nose. 
With the subject breathing 
quietly the size of the up- 
oscillations in the 
now 


governed by 


ward 
water manometer is 
noted. T! 
repeated with 
the other 
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It was clear then thit 

while a slit of 15 sq. mm. 

sufficed in this subject for 

quiet -respiration, the size of 

the left nasal passa ge i 

only equivalent to 7} sq. mm 

Be it noted that the insertion 

of the nipple by forcing out 

the ala nasi relieves any ob 

struction at the ostium internum; in case of obstruction 
tl measurement of either airway possible 

I rmine the size of the normal airway the nipple is 

inserted in t le and the other side plugged with cotton 

wool, and the t put fully open. The subject is now set 

to do exercises by lifting the body on and off a box some 

nine inches high about thirty times a minute, so as to deepen 

the breathing, and is told t inspire with each lift. The 

excursion is noted on the manometer and the slit then 

gradually closed until the excursions begin to be larger 
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The reading of the slit then made gives the size of the normal 
airway at the ostium internum—the narrowest part. It 
usually is about 30 sq. mm. 

2. To measure the smallest orifice comfortable for breathing 
through, both nostrils are plugged with cotton-wool and the 
nasal nipple replaced by the bent one ; this is held tightly 
between the lips and, the slit being set fully open, the subject 
breathes quietly. On now gradually closing the slit the 
oscillations will be found to increase when the orifice becomes 
smaller than about 30 sq. mm. The slit is further decreased 
until the breathing becomes laboured—for example, in one 


subject an oscillation of 45 mm. of water with an orifice 
of 8 sq. mm. Some subjects can only stand an orifice of 
20 sq. mm., while others can breathe through one of 


5 sq. mm., and in the case of small- young women even one 
of 2} sq. mm. 

On exposing the subject's face to a source of dull red heat 
the difficulty of breathing through a small orifice increases ; 
on the other hand, cooling the face with a fan makes it easier. 
In the of bright source of heat such 
as an incandescent the distance also 
antagonizes the action of the dull red These effects 
can be measured by means of the gauge. 

The instrument should be of use to rhinologists, to those 
investigating cases of asthma, and for measuring fitness. It 
can take the place of the test of holding the breath as long 
as possible, or holding by the breath a column of mercury 
40 mm. high. 
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LITHOTOMY INSTRUMENT TABLE 


Mr. J. Lyte Cameron, F.R.C.S. (London, W.1), writes: 

[he lithotomy instrument table is similar in design to the 
Mavo model. It is constructed like a bedside table, rests 
on three ball-bearing castors, and is adjustable in height 


from 24 to 40 inches to suit the convenience of the surgeon, 


The trav is 30 inches long and limited to a width of 9 inches, 
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‘LYLE - CAMERON 

INSTRUMENT TABLE 
so as not to obstruct the surgeon’s access to the field of 
operation when it is placed transversely in front of him. This 
table is specially designed to facilitate all operations pef- 
formed in the lithotomy position, such as those on the vulva, 
vagina, and rectum. Furthermore, it affords a very conm- 
venient Jeft-hand instrument tray if placed across the 


patient’s chest, behind the anaesthetist’s screen when the 
Trendelenburg position is employed. 
The table made by John Bell and Croyden, Wigmore 


1S 


| Street, London, W.1. 
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ROYAL SOCIETY OF MEDICINE 


MINISTER OF HEALTH AT BIENNIAL DINNER 
The biennial dinner of the Royal Society of Medicine was 
held at the May Fair Hotel on May 6th. Dr. Robert 
Hutchison presided over a company of about 180 Fellows 
He was supported by Mr. V. Warren Low, 
Past-President, and by several of the 
who are Vice-Presidents of the 


and guests. 
the immediate 
Presidents of Sections, 


Society. 
Sir KINGSLEY Woop, M.P., the Minister of Health, in 
proposing the health of ‘‘ The Society,’’ said that this 


was a ‘ night out ’’ for him because he understood that 
the Society was untroubled by medical politics. He was 
always glad to see unity and co-operation in any piece 
of work ; to secure this in health and medical administra- 
tion was one of the aims of the Ministry. Therefore he 
admired the way in which seventeen medical societies in 
1907 set the general welfare of the profession above their 
separate interests and by amalgamation assured the success 
of the project. He praised the Society’s library, one of 
the finest medical libraries in the world, and extremely 
elastic with regard to hours ; he was told that one earnest 
Fellow from the provinces, by special arrangement, was 
enabled to read books there all night! Turning to the 
Ministry of Health, he said that it was not always 
realized that the Ministry took the whole realm of medi- 
cine for its province. It was primarily concerned with 
the preventi m of disease, and every year fresh discoveries 
yielded more knowledge about the beginnings of disease 
and showed the way to prevention. He instanced the 
cure or prevention of certain types of insanity by the 
removal of an organic cause, or the important problem 


of cancer, where early attention to sources of irritation 
might prevent the occurrence of malignancy. It was 


becoming increasingly difficult to draw the line where 
prevention ended and treatment began, and a _ society 
like this provided the Ministry with standards on which 
to model and keep bright its work. 

Dr. Ropert HvuTcCHISON, in responding, referred first to 
the great loss which the Society had sustained in the death 
of its royal patron. There was reason to hope that the 
royal patronage which the Society had so long enjoyed 
would be again extended by King Edward, and a humble 
petition had already been presented to His Majesty in 
that regard. He was glad to confirm Sir Kingsley Wood's 
expectation that he would not be troubled by medical 
politics or politics in general. A doctor, someone had 
said, should have no politics—except the politics of his 
last patient. Certainly the Royal Society of Medicine 
had none. Whatever party was in power it was delighted 
to entertain the Minister who was the head of that great 
Department of State responsible for the health of the 
people and to offer him help and co-operation. The 
Society had three functions to perform: to provide the 
apparatus of knowledge, to provide for its interchange and 
diffusion, and to promote friendliness and good fellow- 
ship among its members and in the profession at large. 
The great contribution which the Society made to the 
apparatus of knowledge was its library—the fourth largest 
medical library in the world. The council regarded ex- 
penditure on books and periodicals as a first charge on 
the Society's income. The interchange and diffusion of 
knowledge was provided by the sectional meetings. The 
number of the Sections was necessarily large, for modern 
medicine had ‘‘ many mansions,’’ but the Society was 
anxious not unduly to multiply them—rather, indeed, to 
fuse existing Sections and take all steps to prevent over- 
lapping. The Section of Tropical Diseases, for example, 
had recently been brought to an end because it was found 
that its work was overlapping with other Sections as well 
as with the Royal Society of Tropical Medicine outside. 
His only complaint of the sectional discussions was that 
they were too polite. As for the promotion of good 
fellowship among the members, under the inspiration of 
the present secretary, Mr. Geoffrey Edwards, the Society’s 
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house was becoming more of a club than formerly, and 
the receptions were gradually becoming—should he say ?— 
frivolous. There was no reason why even a learned society 
should be solemn or pompous in its lighter moments. 
The Society’s finance was in an excellent condition ; it 
was able to balance its budget with a substantial surplus, 
and would very shortly pay off its debt. He concluded 
with a testimony to the work of the honorary officers and 
of the staff. 

Mr. E. Pearce GouLpb, in proposing the health of 
‘“ The Guests,’ referred to the part played by guests at 
dinner in pandering to the natural delight in gluttony of 
those who entertained them. When dining along a simple 
meal was all they allowed themselves, but if a guest were 
introduced to the table ‘‘ up go the calories and out go 
the vitamins.’’ Few people dining alone would tackle 
the menu which was customary at a public dinner without 
qualms of conscience to start with and minor or major 
dyspeptic symptoms later. But they vied with their 
guests in feats of banqueting that troubled neither mind 
nor body. Mr. Gould referred to the presence among 
the guests of the Editor of the British Medical Journal 
and the Assistant Editor of the Lancet, and indulged in 
a little sarcasm at the expense of both journals. As he 
acknowledged that he was one who made “ but scant 
use of their pages for either reading or writing,’’ his 
comments must be given all the weight which attaches 
to criticism free from what is called the ‘ prejudice of 
knowledge.”’ He also welcomed the representatives of 
sister societies, including the British College of Obstet- 
| ricians and Gynaecologists. In associating the toast with 
| the name of Mr. Philip Guedalla, he mentioned that it 
was through his good offices as director of the Ibero- 
American Institute that a Lloyd Roberts Lecture was 
delivered this session by a distinguished medical Brazilian 
colleague at the Society’s house. 


Medicine and Letters 


Mr. Puitie GuEDALLA spoke of himself as a solitary 
specimen of the patient class, brought into this banquet 
of doctors in much the same way as the presence of one 
mummy was brought in to enliven the banquets of the 
ancient Egyptians. His own profession of letters was not 
held in particularly high honour by the profession of 
medicine. He noticed from a recent report of certain 
criminal proceedings concerning an unhappy dispute 
between two members of his calling—rather on the lower 
levels of his calling—which had resulted in the death of 
one of them, that a senior medical officer of one of 
H.M. prisons gave evidence. Counsel cited a_ letter 
written by the accused person and suggested to the 
medical witness that it was a mad letter, to which the 
witness replied: ‘‘ You have to remember that this man 
earns his living as a writer; he is a very conceited 
person ’’! 

Mr. Guedalla went on to say he had special grounds 
for gratitude to the Royal Society of Medicine. He had 
tried to do something to assist the interpretation of Great 
Britain and some of the things Great Britain stood for in 
South America. When he found himself being marched 
involuntarily through a great institute at Rio devoted to 
the study of tropical medicine, trying to appear receptive, 
it occurred to him to suggest that in this country they 
would be glad to hear something of the achievements of 
Brazilian science in that field. He had no authority what- 
ever for saying it, but his rash suggestion was made good 
by the generous invitation of the Society, and he could 
assure them that this was deeply appreciated in the 
country to which the gesture was made. 

‘““Your calling and mine ’’ (said Mr. Guedalla in con- 
clusion) ‘‘ both depend on the free use of their minds by 
free men and women. That is something that has dis- 
appeared from the more backward parts of the world. It is 
something that in England, the United States, and France 
we are a little apt to take for granted, but it is worth 
remembering, and if you the men of science and we the men 
of letters do not remember it, no one will remember it. 
It is worth remembering that when any area of the world 
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under the other sort of control lost to the 
common purposes of mankind. There is a Minister of the 


Crown present, and I would with the greatest possible respect 


passes it is 


submit a suggestion that in our diplomatic dealings with 
some of the peculiar persons who have shot their way to 


power more use might be made of your professional know- 
ledge of mental disorders, and I have sometimes felt that 
the ideal Foreign Secretary might be found in Harley Street.” 

Among the guests at the dinner were: 

Sir Arthur Bagshawe, Sir Comyns Berkeley, Sir Hubert 
Bond, Sir Farquhar Buzzard, Dr. T. Watts Eden, Sir Francis 
Fremantle, Sir Ernest Graham-Little, Dr. N. G. Horner, 
Air Vice-Marshal A. W. Iredell, Mr. J. Swift Joly, Sir Ewen 
Maclean, Dr, Arthur MacNalty, Sir Frederick Menzies, Dr. 
E. C. Morland, Sir Richard Needham, Sir John Parsons, Sir 
Humphry Rolleston, Mr. H. S. Souttar, Sir Edmund Spriggs 
Sir Cuthbert Wallace, P.R.C.S., Sir William Willcox, and 
Dr. Ethel Williams. 





ROYAL MEDICAL BENEVOLENT FUND 
This is the centenary of the Fund, and a special appeal is 
being made: 
the annual 
An in- 
would 


1) For a large body of new subscribers, to raise 
by subscriptions and donations to £20,000. 

crease of £6,000 over the present £14,000 
enable allowances of £52 per annum to be medical 
practitioners and £36 per annum to dependants instead of 


income 
income ol 
made to 


£40 and £26 respectively, as at present. (2) For special 
donations to create a fund from which larger grants can be 
voted to very urgent and distressing cases, and towards train- 

] 


ing the widows and orphan sons and daughters of medical 
practitioners to enable them to be self-supporting. 

Cheques should be made payable to the Honorary Treasurer, 
Royal Medical Benevolent Fund, 11, Chandos Street, Caven- 
dish Square, London, W.1. 


) 


committee fourteen 





At a recent meeting of the new appli- 
cants were assisted and twenty-five grants were renewed t 
beneficiaries on the books of the Fund—in all £918 10s. was 
voted The following particulars of a few cases helped 
indicate the kind of work undertaken. 

W w, aged 79, of M.D. who died in 1886, aged 36. Under the 
will of her husband the applicant received £144 | fron trust 
fund. Both the executors appointed to administer the trust have 
died and the trust fund no longer exists \ nephew has been 
making up the deficiency in the applicant's income till September, 
1935, but cannot continue Since September, 1935, friends ar 
neighbours have given charitable help and the Freemasons a gift 
of £10 10s. The Fund gave immediate help of £3 and a vearly 
allowance of £36. The applicant will apply for the old age 
pension of £26, thus making her total income £62 

L.R.C.P., L.R.C.S., aged 61, suffering from cancer of the rectum. 
H ivings are exhausted Ihe Fund made a grant of £40 

Widow, aged 66, of L.R.C.P. and S. who died in 1933, aged 65, 
is in! ipt of a small allowance from the parish council. Her son, 
a medical student, was unable to pay his examination fee n 
hospital work fees Ihe Fund has paid the fees and the examina- 
tion has been 1 ed 

The second news leaflet ’’’ of the Central Council of 


Recreative Physical Training refers to the report of the 
Physical Education Committee of the British Medical 
Association, and more particularly to the part to be 
played by the Central Council in co-ordinating the work 
of the juvenile organizations generally and of the training 


The 


courses for leaders of recreative physical training. 

close co-operation which has been effected with the 
National Playing Fields Association is indicated also by 
the latter organization having allotted office accommoda 
tion to the Central Council at 71, Eccleston Squar 
S.W.1, which accordingly now becomes its headquarters 
The Playing Fields Association has also made grants to 
the Central Council towards its office work and towards 
the provision of leaders throughout the country. Although 


voluntary body, the Central Council has been 
recognized by the Board of Education as the national 
co-ordinating body best capable of furthering on a co- 
basis the physical recreation of those of post- 


it remains a 


operative 


school age. 
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LONDON AND COUNTIES MEDICAL 
PROTECTION SOCIETY 


The annual general meeting of the London and Counties 
Medical Protection Society was held at its offices (Victory 
House, Leicester Square, W.C.) on May 6th. 

Sir CurHBeRT WALLACE, the president, in commending the 
annual report, said that a year ago when he followed the 
late Sir John Rose Bradford in the chair he came to the 
society’s affairs as the merest tvro. His brief experience ip 
its inner councils had opened his eyes to the pitfalls which 


awaited men in practice. A man might do as well as he 
could, and act the best he knew, but in some unexpected 
way trouble might easily come to him. Professional life 


being so precarious, it was most desirable that those who 
entered the practice of medicine should join a_ protection 
society immediately after qualification, instead of waiting for 
trouble to materialize. The year had been a very successful 
one for the society. It had gained 898 new members, and 
the total number on the books at the end of the year was 


14,455. Judging by the number of applications for advice 
and assistance which were received during the year (1,401) 


it looked as if 10 per cent. of the members got into some 
sort of trouble. He begged members in the interests of 
themselves and the society to refer any such trouble which 
arose to the society mght away, without attempting to deal 
with it on their own account. He recalled a number of 
cases in which things had been muddled because members had 
ried to manage cases for themselves and were quite unable 
to cope with them. Further, a number of members in bringing 
cases to the notice of the soc lety forgot about details, or, 
were shy of mentioning them. 
Information coming out at the last moment, sometimes when 
the was actually in court, likely to upset the 


defence. If all information were given earlier much trouble 


for understandable reasons, 


case was 


would be saved both to the society and to the member. 
Sir Cuthbert Wallace concluded by mentioning the need 
for circumspection in talking to patients, their friends, 


or members of the public in the event, for example, of a 
road accident. 

On the motion of Dr. W. J. O'Donovan, seconded by 
Dr. G. F. Stebbing, Sir Cuthbert Wallace was unanimously 
The nineteen vice-presidents, the four 
Dr. R. L. Guthrie), 
all re-elected, with 
votes of thanks were 
and the administrative 


re-elected 
retiring members of council, the treasurer 
and the secretary (Dr. C. M. Fegen) were 
thanks for their past services, and 
accorded to the solicitors, the auditors, 
staff at headquarters. 

At an extraordinary general meeting which preceded the 
other, certain alterations to the memorandum and articles of 
association were agreed to. One of was designed to 
meet the changes in legislation whereby an action can now 
be brought against a dead man’s estate in respect of some- 
thing he had done during his lifetime. It is desired to defend 
representatives of deceased such claims. 
Power is also taken to continue protection to members who 
been in the thirty and have retired 
practice, in but event of any 


president. 


these 


members against 


for yvears 


unlikely, 


society 
the 


nave 


from possible 


, 


action arising. 


Messrs. Le Brasseur and 


The report of the solicitors 
Oakley), which was placed before the meeting, made reference 


whether the operation 
performed with 
result of 


to an interesting medico-legal question, 


of abdominal sympathectomy now _ being 


increasing frequency might lead to sterility as a 


complete suppression of the final stage in the sexual act. 
[he solicitors stated that if it were the fact that such 
operations caused sterility, the patient, or in the case of 
children the parents or guardian, should be warned of this 
possible result. In the case of infants, unless such an 
operation was unavoidable and absolutely compulsory for 
health or life, the consent of parents or guardian would not 


. 
necessarily protect a surgeon from a claim for damages by 
the infant after attaining the age of 21 The surgeon would 
be wise to obtain the parents’ or guardian’s consent in 
writing so that it could be proved beyond doubt that warning 


had been given before the operation. 
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PHYSICAL MEDICINE TO-DAY 


BY 





SIR LEONARD HILL, LL.D., M.B., F.R.S. 


The meeting this week of the sixth International Congress 
of Physical Medicine affords an opportunity to review a 
branch of medicine with which a good deal of quackery 
has been, and still is, bound up. Lord Horder accepted 
the presidency of this congress and Lord Dawson opened 
the first afternoon session, but owing to the taint of 
quackery many leaders in the profession have hitherto 
been sceptical. Thus it comes about that even in modern 
textbooks of gynaecology no mention is made of the treat- 
ment of cervicitis by diathermy, while in many treatises 
dealing with diseases of the skin the curative value of 
ultra-violet rays is almost ignored. In articles which not 
long since appeared in this and other medical journals 
on the treatment of carbuncle and written by surgeons 
on the staffs of great teaching hospitals, no mention was 
made of the fact that incipient boils and carbuncles can 
be made to abort by an intense local dose of ultra-violet 
ravs. With wider knowledge of physical medicine much 
suffering could be prevented. 

Since 1901 Bernhard at St. Moritz has shown that 
wounds, no less than the lesions of surgical tuberculosis, 
are best treated by insolation and open air, and yet how 
few surgeons have followed his example. We cannot here 
make use of the long hours of Alpine sunshine, but it is 
easy to imitate its effects by’means of incandescent lamps 
hung in a cradle. How potent is the effect of irradiation 
ff the skin with light is shown in the case of rickets. 
Vitamin D, necessary for proper growth of bones and 
good health, is formed from its precursor ergosterol in the 
fat of the skin by action of the shortest rays of sunlight. 
These rays are screened off in summer by smoke, walls, 
glass, and clothes. It is want of education, and of the 
means for giving children artificial sun baths or adequate 
supplies of vitamin D in their food, which prevents the 
disappearance of rickets. People who defame science for 
leading to the discovery of engines of war fail to take 
advantage of these findings, which show how to make 
children healthy and save life. By treatment with light 
weakly marasmic children are made strong, while experi- 
ence shows that for lupus vulgaris, alopecia areata, and 
some forms of eczema, etc., there is no better treatment 
than that by ultra-violet rays. Chronic ulcers treated 
with elastoplast bandages, a weekly irradiation with ultra- 
violet rays, and finally injection of the varicose veins heal 
without exception ; years of suffering are thus ended by 
nodern means of healing. It has been shown at the St. 
John Clinic that many cases of rheumatic trouble in 
women have their origin in cervicitis, a condition often 
unsuspected by the family doctor and one which can be 
healed by pelvic diathermy. So, too, with menopausal 
troubles and rheumatic conditions due to endocrine dis- 
turbance, these may be similarly relieved. Many a 
woman whose life is a burden through backache may 
thus be restored to health. 

For generations counter-irritation has been used ; the 
scarification, blisterings, and burnings of older times are 
now replaced by intense local doses of ultra-violet rays, 
iollowed by elastoplast bandaging of the irradiated part 
to prevent the discomfort of a blister. Such treatment 
proves of value for sciatica and for asthma. Asthmatic 
patients at the same time may be treated with inhalations 

and given remedial breathing exercises, the last being 
a potent means of relief. It is of interest to note 
that a effect of irradiation has been’ shown 
discovery that the air tubes of the 
congested, and so narrowed, by 
skin, the effect 
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being produced by cooling and in some people by irra- 
diation with bright sources of heat. Ultra-violet rays, 
administered by suitable small water-cooled mercury 
vapour lamps, afford the most successful method of treat- 
ing tuberculosis of the mouth, larynx, and iris. Such 
irradiation is a simple and effective means of taking away 
the pain that often follows extraction of teeth, while 
sinusitis is best treated by infra-red irradiation. Baths, 
whether given by hot water, steam, foam, or incandescent 
lamps, preventing loss of body heat except by the face 
and lungs, produce flushing and sweating of the skin, 
and bring more blood and lymph to the subcutaneous 
tissues. The tissues are thereby softened and pain 
relieved. Passive movement and massage can then be 
carried out, and the result is an increased oxygen supply 
and better metabolism in stiff and painful parts. Patients 
crippled by rheumatism, with swollen joints, unable to 
do hand work, or to walk without distress, if treated by 
immersion of the affected parts in a paraffin wax bath 
are often so much relieved that hand work and walking 
again become easy. The wax bath kept at a temperature 
of 130° F. coats the immersed limb with a thin film of 
solidified wax, and the vapour of sweat forming benehth 
this prevents all danger of burning. In the case of joints 
left stiff and immobile after active disease has subsided 
the orthopaedic surgeon restores movement by manipula- 
tion, carried out when needed with the aid of an anaes- 
thetist. A gymnasium fitted with rowing machine, 
stationary bicycle, ship-wheel, etc., is of the greatest value 
for teaching patients how to make stiff parts mobile. 
It requires to be more widely known that immediate 
treatment of many minor injuries by manipulation will 
bring speedy relief of disability. The modern orthopaedic 
surgeon thus fulfils the claims made by osteopaths. In 
place of baths and irradiations electrical treatment may 
be used to prepare affected parts for passive movements 
and massage ; it is the combination which gives relief. 

The quack secures results by impressive and mysterious 
means, for the influence of suggestion is great. Instru- 
ment makers naturally seek to produce and sell costly 
machines, and these impress the patient. Be it noted, 
however, that a mercury vapour lamp costing £10, 
mounted on a simple iron stand, effects all that a similar 
lamp does when fitted with a reflector and chromium- 
plated stand and costing, say, £30. So, too, with electric 
heaters ; these are cheap when sold for domestic use, but 
when fitted with reflectors on plated stands and endowed 
on paper with a special curative radiation they are priced 
at £10 or more. Similarly, high-frequency ultra-short- 
wave apparatus, credited with specific actions on tissues 
not obtained by diathermy, are sold for some hundreds 
of pounds, while laboratory tests show them to have no 
other effect than that of heat. Much has been made of 
radium pads, but scientific evidence is lacking as to the 
beneficial influence of minute traces of radium salt con- 
tained in such pads. The brick walls of houses give off 
rays from traces of radio-active elements, and cosmic 
rays ceaselessly bombard us from space, but with what, 
if any, effect we know not. On the other hand, potent 
is the effect of heat in the modern treatment of general 
paralysis of the insane, and of gonococcal infections, when 
the whole body temperature is raised to 105° F, or more 
by baths or electric means of heating. To clean the body 
of a gonococcal infection by such means is one of the 
most recent triumphs of physical medicine, but great care 
is obviously required. 

A great hope for the future lies, then, in the develop- 
ment of this side of medicine, and for this purpose 
university chairs and adequate means of teaching are 
required and, above all, the co-operation of physicists 
with medical scientists, to carry on research and expose 
all false claims. 
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THE MEDICAL CURRICULUM 

The General Medical Council meets this month, and it 
is safe to say that the most important part of its pro- 
ceedings will be that concerned with the consideration 
of medical education and the adoption of revised reso- 
lutions governing its conduct. We may take it as a 
healthy sign that medical education is a subject of 
perennial discussion ; but it is significant that such 
discussion has been much intensified during the last 
four or five years, and that along with a consensus 
of professional opinion as to the main improvements 
that are required there should have been dissatisfaction 
with the way in which the matter has been dealt with 
by the General Medical Council. 

The Council has seemed at times to underrate its own 
powers in this connexion, and it has been cniticized as 
acting with undue timidity, undue dilatoriness, and, 
especially during the past year, with undue reticence. 
There appears to be substance in all these complaints. 
It is true that it is upon the medical schools, and to 
a less degree upon the examining bodies, that the actual 
conduct and efficiency of medical education depends ; 
and that excellent regulations governing the matter 
and even admirable prospectuses issued by teaching 
bodies, may be associated with arrangements and 
teaching which fall far short of what is ostensibly 
required and offered. It is true also that the best 
schools may in fact give an education much better than 
the minimum requirements. Nevertheless, the impor- 
tance of the powers of the General Medical Council to 
prescribe and to enforce this minimum should not be 
underrated. The Medical Act of 1858 reads: ‘‘ In case 
it appear that the course of study and examinations to 
be gone through in order to obtain any such qualifica- 
tion from any such college or body are not such as to 


secure the possession by persons obtaining such qualifi- 


cation of the requisite knowledge and skill for the 
efficient practice of their profession, it shall be lawful 


for such General Council to represent the same to the 
Privy Council. It shall be lawful for the Privy Council 


upon any such representation, if it see fit, to order 
that any qualification granted by such college or body, | 
after such time as may be mentioned in the order, shall | 
not confer any right to be registered under this Act.’’ 
It must be emphasized that this applies to the course 


of study equally with the propriety of the examination 
tests. No one would wish the General Medical Council 


to exercise its power under these Sections precipitately 


or without ample cause ; and it is therefore right that 
the course of study to be prescribed and the sufficiency 
of the required examinations should be determined only 
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after full consuliation with the teaching and examining 
bodies concerned. Impatience with the apparent 
dilatoriness of the Council should be tempered by this 
consideration, but it is not unnatural in view of the fact 
that the Council chooses to meet for a few days only 
twice a year, and that a meagre proportion of this time 
(or perhaps none at all) is given to the exercise of this 
very important part of its functions. 

The suspicion of timidity is based upon other 
grounds. At times the Council has the appearance of 
being almost afraid of some of its constituents, or at 
least of giving undue heed to their convenience. Even 
when it is clear that the general body of medical and 
public opinion is ripe for certain changes for the purpose 
of removing acknowledged defects, an impression arises 
that the Council is inclined to pay prime regard to the 
plea that a few of the less satisfactory teaching institu. 
tions will find it inconvenient, or even a little difficult, 
to carry them out. This is to put the situation in a 
false light. Obviously regard should be had primarily 
to the desirability of the suggested reforms and improve- 
ments. The teaching and examining bodies must be 
required to conform to those which are adjudged to be 
needed ; this judgement should not be in the least 
conditioned by the fact that there may be a few bodies 
which would be put to some trouble to effect the 
changes required and so to come up to the standard 
of the rest. The individual members of the Council 
may not unreasonably be asked to put the general 
interest of medical education before the particular and 
limited interest of the body or institution which they 
represent thereon, provided they have been given an 
opportunity of explaining the position of that body 
or institution before a final decision is arrived at. 

In May, 1935, the first interim report of its Curriculum 
Committee was presented to the Council. There was 
no public discussion of this report. In November last 
a second interim report was presented: this time no 
discussion, either public or private, took place in the 
Council. In our issue of December 14th (p. 1157) we 
entered a protest against the profession being thus 
deprived of the advantage of a public debate in the 
Council on the proposals, and it is to be presumed that 
at its forthcoming session there will be full opportunity 
for such debate. Any discussion, however, cannot 
make up for opportunities lost. The two interim 
reports referred to are public documents, as_ being 
recorded in the minutes of the Council. They disclose 
proposals which are in a good many minor, though 
not unimportant, respects a definite advance on the 
existing state of things. The vastly increased impor- 


tance of the subjects of genetics and medical psychology 
is recognized ; emphasis is laid on the preventive aspects 


of medicine, on an outlook towards health and its 


public organization, and on a practical rather than 4 
specialist training. But some of the main points 
brought out by the two important British committees 


in their recent reports on the subject have so fat 


received inadequate attention. Chief among these may 
be mentioned the definite and universal requirement 
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of a higher standard of general education among 
entrants upon the medical course ; the clearer insistence 
on a knowledge of elementary biology as an introduc- 
tion to human anatomy and physiology at least on a 
parity with physics and chemistry ; the lightening of the 
first two years of the curriculum proper in order to 
permit of the introduction therein of some essential 
additions ; and the provision towards the end of the 
course of a short period of real professional responsi- 
bility under appropriate supervision. The Council 
apparently needs to be assured—and this assurance 
can be given—that the profession as a whole (not only 
the main body of teachers, but those in actual practice 
and the more thoughtful among medical] students) js 
not only ready to welcome reform, but will be much 
disappointed if the Council fails at this important 
opportunity to make such changes as will satisfy a 


reasonable and insistent demand. 





SUAVE MARI MAGNO 


Great Britain, set on the fringe of the Atlantic, enjoys 
a climate usefully variable and agreeably free from 
monotony. The changes of the weather promote vigour 
of both mind and body and rarely intrude far enough 
into human affairs to immobilize the public services 
for transport, health, and other purposes on which the 
life of populous communities seems now to depend. The 
standing exemption of our country in this way from 
the major tyrannies of the elements is apt to induce 
in our minds an imperfect appreciation of our advan- 
tages, and to foster the erroneous view that such an 
untroubled existence is normal in all well-governed 
states. It is therefore salutary for us to contemplate 
with chastened sympathy the recent severe visitation 
by flooding which has fallen upon the United States 
‘ Suave mari magno,’’ as Lucretius said 
‘‘ pleasant it is, when the tempest 


of America. 
in this connexion, 
wracks the deep, to watch from the shore the struggles 
of someone else, not because we like to see anyone 
in distress, but because it is cheering to realize what 
we ourselves have escaped.”’ 

In the second week of March of this year melting 
snow and attendant rains caused heavy floods in the 
North-East States. On the 17th the great rivers of 
Pennsylvania, Maryland, West Virginia, and New York 
overflowed their banks and spread their waters far 
across the land. A snowlall increased the 
sufferings of the houseless people. Later the Ohio and 
Alleghany Rivers rose in a second inundation. The 
Mississippi reached flood level and a tornado swept West 


heavy 


These rising waters isolated cities or swept 
People succumbed to the bitter weather 
Trans- 


Missouri. 
hamlets away. 


or crowded into the scanty cover remaining. 
port, food delivery, and water supply broke down, 
the last because the ubiquitous flood water was heavily 
charged with infection. 


The evil affected the Eastern 


* Journ. Amer. Med. Assoc., March 28th, 1936, p. 1092. 
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States from the latitude of Niagara Falls City to South 
Carolina. 

The steps to be taken in the face of such catastrophic 
occurrences include immediate rescue work, life saving, 
the maintenance of order, seemly disposal of the dead, 
refugee camps, provision of food and comforts, medical 
and nursing services, water purification, emergency 
hospital equipment for cases of exposure and injury 
and of infectious and other disease, and immunization 
against infection upon a spacious plan, all to be 
merged, as soon as may be, in the healing process ot 
rehabilitation. Administrators in the United States, 
well schooled by previous like events, such as the 
floods of 1927, are in a position to organize the 
measures required for relief of disaster in a speedy and 
competent manner. The local Red Cross is available 
to care for the physical needs of the distressed popula- 
tions, and the National Red Cross is prepared, almost 
at a moment’s notice, to dispatch doctors, nurses, and 
supplies to the afflicted areas. The latter body, which 
has its headquarters at Washington, is chartered by 
the Federal Government but supported by voluntary 
contributions. It has been recommended, too, that 
individual States should each have its pre-disaster 
programme, on the same plan as the pre-influenza 
arrangements advised to be made by local authorities 
in this country during the last epidemic of that disease. 

With such facilities available we may be certain that 
everything humanly possible was done to mitigate 
the distresses of the time, and when normal con- 
ditions are restored it may perchance emerge that 
in some areas the furious waters have even had a 
cleansing power. It is noteworthy that after the 
Mississippi floods of 1927 above referred to there ensued 
in a number of States an era of unprecedented reduc- 
tion in the prevalence of infectious disease. It often 
appears, indeed, as if one result of disasters were to 
drive infection into the open, where it can be seen and 
dealt with. It is a solitary virtue to balance against 
a swarm of ills. 








SPINAL TUMOURS 


The death in February of this year of Sir Charles 
Ballance removed from among us the last link with that 
little group of pioneers who were responsible for the 
diagnosis, localization, and the first successful removal 
of a spinal tumour. The story has often been told, 
and next year will mark the half-century of the 
operation which took place at Queen Square on the 
afternoon of June 9th, 1887. It looked like being un- 
successful, because Victor Horsley was unable to find 
the tumour and was about to abandon the operation, 
but Ballance, who was assisting, urged his chief to 
remove more laminae higher up. Horsley followed 


the suggestion and the tumour was revealed and 
removed. The patient, an Army officer aged 42, made 
a complete recovery from his spastic paraplegia, and 
was afterwards able to lead a normal life. 


Sir Charles 
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Bidlence has told us name at this time he was eine 
strating anatomy to students at St. Thomas’s Hospital, 
and had come to realize that the spinal segments were 
a good deal higher in relation to the vertebral bodies 
than was then thought, and it was his realization of 
this which caused him to urge Horsley to go higher. 
To-day tumours are rarely overlooked because of 
failure to perform laminectomy at the correct level, and 
the use of lipiodol enables us to remove all doubt 
this direction, but 
of failure to 
first place. It cannot be 
all cases of spastic paraplegia should be regarded as 
‘* tumour Many been 
diagnosed as disseminated sclerosis, 
looking out for 
tumour from 
chronic which the unfortunate 
sufferers have been admitted with a mistaken diagnosis. 


sometimes overlooked 
in the 


in they are 
because recognize them clinically 


too strongly emphasized that 


cases have 
and from time 
them find and 
institutions for 
bed-ridden 


suspects.”’ tumour 
to 
who are 
of 


diseases to 


time those 


cases spinal 


rescue 


We must not lose sight of the fact that girdle pain is 
by no means invariable in these cases, and many of 
them run a comparatively painless course. Cases 
of cord compression clinically resemble degenerative 


the 
whereby paraplegia is produced is inter- 


lesions within the cord because in either instance 


mechanism 
ference with spinal conduction, but all doubt as to which 


method of interference with conduction is operative 
in a particular case can be dispelled by regarding the 


case, until proved otherwise, as a tumour suspect, and 
investigating by appropriate methods the condition of 


the spinal subarachnoid space for evidence of encroach- 


ment upon it.’ Evidence of encroachment merely 
confirms the diagnosis of cord compression, which, xs 
everyone knows, may be due to causes other than 
tumour ; but Pott’s disease and hydatid disease have 
their characteristic features, as have also acute inflam- 
matory compressive lesions and meningitis circum- 


serosa, and once compression is distinguished 


S¢ ripta 


from degeneration as the cause of the clinical features 
the chief diagnostic hurdle has been cleared. Localiza- 
tion of the level the compression and exploratory 
laminectomy follow. 


[he importance of recognizing the presence of spinal 


tumours depends upon the fact that the majority are 


extramedullary benign lesions (usually meningiomas 
or neurofibromas), the removal which can in most 
cases be safely and readily accomplished, and provided 
conduction in the cord has not been completely 
destroyed its degree of restoration following the relief 
( ompression is very striking, with the consequence 
that these cases yield some of the most gratifying 
results which surgery is able to offer. There are 
probably few satisfactions in surgery greater than that 
of enabling a bed-ridden incontinent patient to get out 

bed and walk and subsequently lead a normal life ; 


and that such results occur is the commonplace experi- 
ence of those who have the privilege of caring for these 


patients. 


1935, 1, 187. 


' Lance l, 
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PHYSIOTHERAPY IN THE HOME 

It is evidence of a serious gap in the education of the 
medical student, and one which will not be filled 5 
the establishment of a post-graduate diploma, that 
physical methods are regarded as the province of the 
specialist and as requiring special training and elaborate 
apparatus. Nothing could be further from the truth, 
and an address given to the American Association for 
the Study and Control of Rheumatic Diseases by 
Dr. Coulter, the chairman of the Council on Physical 
Therapy of the American Medical Association, and the 
discussion which followed, point out how much can be 
done at home in this way in the treatment of chronic 
arthritis. The physical methods which can be adopted, 
and which can never be omitted without seriously 
damaging the prognosis, are: systematic rest (especially 
for the affected joints) by suitable support by means 
of splints, etc. ; regulated exercises ; warm baths, in 

which movements can be more freely and painlessly 
carried out ; and massage. Electricity, which has such 
a fascination for the layman, can safely be dispensed 
with if not readily available. Heat is of service, bdut 
needs to be prescribed as to method and amount. How 
much it is abused will be obvious from the deeply 
pigmented condition of the skin of the legs in many of 
those who suffer from menopausal arthritis of the knees 
and have sought relief by exposure of the legs to an 
ordinary coal or gas fire. It is obvious that in chronic 
arthritis, especially the more severe types, treatment 
by a course of, it may be, three weeks at a spa or 
perhaps an hour three times a week at a hospital or 
clinic is wholly insufficient, but its value will be greatly 
enhanced if the patient or his doctor is instructed in 
the methods of continuing systematic physical treatment 
It is recognized that one of the 


afterwards at home. 


main advantages of sanatorium treatment of tuber- 
culosis lies in the education of the patient to carry on 


at home methods which will best enable him to 
fight the The same principle should apply in 
the treatment of arthritis, which lowers so seriously the 
working capacity of the population. The application 
of such simple methods as have been indicated in the 
earliest stages of arthritis, and even before the disease 
will do much to lessen its ravages. The atten- 


those 
disease. 


begins, 


tion which is now being given in this country to 
physical training, reinforced by the re port of the B.M.A. 
Committee', will help greatly in this direction by 
correcting those defects in posture and carriage which, 
by preventing the organs from functioning properly, 
so often lay the foundation of chronic rheumatic 
a It is imperative that knowledge of simple 


1ethods of physical treatment at home should be placed 
in the hands of the general practitioner over and above 
the establishment of special post-graduate training for 
a diploma. It is true that the s upply of trained 
physiotherapists is rapidly increasing through the work 
of the Chartered Society of Massage and Medical 
Gymnastics, but this does not make it less necessary 
for medical men to be able to determine the kind and 
amount of treatment to be given to instruct 
members of the patient’s family in simple methods, 
especially where, as is so often the the financial 
position renders the employment of a trained technician 


and 


case, 


1 British Medical Journal Supplement, April 18th, 1936. 
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impossible. Dr. Ober of Boston, in the discussion 
referred to, suggests the organization of a committee 
of physiotherapists to arrange lectures and demonstra- 
tions along these lines, and there is much to be said 
in favour of such a scheme. 





BUSINESS AND BENEVOLENCE 
Since its beginning thirty years ago the Medical 
Insurance Agency can be said to have done good with 
both hands. On the one hand it has effected in direct 
savings to members of the medical profession by way 
of rebates a sum of about £74,500, and on the other 
hand it has distributed to the recognized medical 
charities not far short of £43,000. At the annual 
general meeting of the Agency, held on the last day 
of April, the report of the chairman of directors, Sir 
Humphry Rolleston, showed that further ‘‘ records ”’ 
had been made in the work and in the revenue of the 
Agency during 1935. For the first time the volume of 
life and endowment assurance effected by new pro- 
posals during the year has exceeded half a million 
pounds ; but this bare figure gives no indication of the 
real service which attaches to this branch of the 
Agency's work, because in most of these transactions 
information is given to the doctor out of the exceptional 
experience of the Agency as to the particular type of 
policy best suited to his or her individual requirements. 
It is stated that although thousands of policies have 
been negotiated on these direct recommendations, not 
one complaint has been received that a policy did not 
suit the needs of its holder, or, the policy having 
matured, that the results were unsatisfactory. The 
number of proposals represented in this figure of more 
than half a million pounds was 386, of which 334 were 
completed during the year. The pension scheme 
policies with maximum “ family protection ’’ cover 
negotiated during the year numbered 215, and brought 
the total number completed to some 1,500, representing 
asum of over three million pounds. It was stated that 
the schemes approved by the Insurance Acts Committee 
for insurance practitioners and later by the British 
Medical Association for all its members were fulfilling 
their purpose, and would undoubtedly prove attractive 
to younger members of the profession during the agreed 
term, but a limited number of years have to run-before 
the schemes are due for revision. Progress has also 
been made in the volume of business transacted under 
the doctors’ special policy for motor-car insurance. In 
this department the claims are heavy and often difficult 
to settle on a basis satisfactory to all concerned. The 
Agency is looked to by the member to protect his 
interests and the insurer often seeks its help in securing 
amicable settlements. Motor-car insurance claims are, 
in proportion, much in excess of claims for fire, 
burglary, and the usual insurable risks. With regard 
to loans on medical practices, a certain number of 
transactions were successfully carried through during 
the year, representing advances of over £64,000, but 
it is pointed out that there is a growing tendency for 
the purchase price of practices to increase. A year 
ago the normal purchase price was approximately 
twenty-one months’ purchase ; to-day as much as three 
years’ purchase is sometimes asked. High purchase 
prices mean larger loans, and, of course, higher loan 





service charges, with the result that the margin left for 








living expenses may be too small, and the assistance 
given to the young practitioner becomes rather a drag 
than a help. House purchase loans are continuing to 
attract the attention of members, and a considerable 
number of cases have been successfully carried through. 
A new departure has to be recorded, with the Medical 
Insurance Agency in the character of godparent. It 
will have been seen from our advertisement pages that 
on the initiative of the Agency, and with the approval 
of the Association, a separate organization called the 
Doctors’ Motor Finance Ltd. has been established to 
fa‘ te the purchase or replacement of cars by medical 
uct. nd women on the hire-purchase system. It 
seemed desirable that this service should be carried out 
through a company very largely controlled by persons 
interested in the medical profession, and, just as the 
Medical Insurance Agency offers advantages to doctors 
effecting their insurances through its means, so the 
Doctors’ Motor Finance will carry in its transactions 
certain advantages for members of the profession. 
Every car will be covered under the terms of the special 
policy underwritten for the Agency at Lloyd’s, and a 
road traffic certificate for the use of the car will be 
available without delay. The address of the secretary 
of this new corporation is Tavistock House (North), 
Tavistock Square ; that of the Medical Insurance Agency 
is B.M.A. House, Tavistock Square, W.C.1. 


THE ACQUISITION OF SKILL 


The recently published Report No. 73 of the Industrial 
Health Research Board’ gives a very thorough and 
impartial summary of the work of numerous psycho- 
logists on the acquisition of skill in various occupa- 
tions, both industrial and non-industrial. It is the 
production of Dr. J. M. Blackburn of the Cambridge 
Psychological Laboratory, who was assisted by a grant 
from the Medical Research Council. As Dr. Blackburn 
points out, it is important for us to study the different . 
factors which may effect economy and rapidity of 
learning, and this may be done by analysing the 
‘‘ learning curves,’’ which indicate the rate of progress. 
Unfortunately many if not most of the observations 
hitherto made by psychologists lose their value because 
they are badly worked out and incorrectly interpreted. 
This report should therefore be of great value in 
indicating to psychologists the best lines of approach 
to be adopted in future investigations, and the methods 
to be avoided. In spite of the deficiencies of previous 
work, Dr. Blackburn considers that it warrants a 
certain number of fairly definite conclusions. It 
appears to indicate that particular types of learning 
curve cannot be said to characterize the acquisition of 
particular skills, and they do not remain constant for 
an individual. A detailed consideration of the factors 
on which economical learning depends leads to the 
conclusion that if it is required to master a task in the 
fewest number of trials it is best to adopt short practice 
periods separated by considerable intervals of time— 
for example, one or more days. When, however, it is 
required to master the task in the shortest number of 
days the practice periods should usually be massed, 
although greater effort will then be needed. When 
' Medical Research Council. Industrial Health Research Board. 


Report No. 73. London: H.M. Stationery Office. 1986. (Is. 6d. 
net.) 
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attempting a task such as learning a poem by heart 
or learning to typewrite, it is generally more economical 
t» tackle it as a whole, rather than in parts at a time, 
but this plan may not hold for unintelligent persons. 
These and other conclusions to which the report refers 
have not as yet been applied in any large degree to 
industrial occupations, but their application is only 
a question of time. 


THEODORE BILLROTH 


Those who were brought up in the cult of Professor 
Billroth will read with pleasure the presidential address 
delivered by Dr. Waltman Walters at the Minnesota 
Surgical Society.'. He entitled it ‘‘ The Lengthening 
Shadow of a Man,’’ a happy expression, for Billroth’s 
position becomes even greater as time proceeds than it 
was during his happy life. Born in 1829, the son of 
a Swedish Lutheran pastor, he died in 1894, a leader 
in surgery, a great teacher, and much beloved by his 
many distinguished pupils. Trained under von Langen- 
beck, he graduated from Berlin, and after a year spent 
abroad returned to Berlin in 1852 as an assistant in 
von Langenbeck’s clinic at the Charité. From Berlin 
he accepted the chair of clinical surgery at Zurich. 
Here he had at first only ten students, and used to say 
that his private practice was not enough to pay for 
his morning coffee. Seven years later he went to 
Vienna, leaving behind him at Zurich a school of 
surgery of a very high order. At Vienna he was soon 
recognized as a pioneer in surgical pathology, and his 
lectures were translated into nearly every civilized 
He developed the technique of resection for 
for intestinal anastomosis. 


language. 
cancer of the stomach and 
His teaching was so stimulating that within a short time 
nearly all the chairs of surgery in the German-speaking 
countries were occupied by his former assistants. They, 


in their turn, provided many of the great surgeons who 
did such admirable work in the world war. But 
Theodore Billroth had many interests outside surgery. 


He was an excellent pianist and a competent violinist. 
He in intimate friend of Brahms and Johann 
Strauss. At the time of his death he was writing on 


the physiology of music. 


Was 


DETACHMENT OF THE RETINA 


Detachment of the retina until recent years 
f the most hopeless of the diseases or accidents of 


Was one 


0 
the eye. In the majority of such cases the sight slowly 
deteriorated until the eye became soft and blind. Yet 
there were a rare minority of cases in which the 
detached retina was reattached, and vision restored to 

lesser degree. This fact, that there could 
be recovery from a detachment, was a _ constant 
stimulus to inquiry and experiment with a view to 
the discovery of its secret. The secret lay, as usually 
happens, in the observation of the cause of the detach- 
ment, and that this almost invariably arose from, or 
tears or splits in the substance 


greater or 


associated with, 
; through these tears the fluids of the eye 
could seep, and so dissect up the retina. Such a find- 
ing made the old-time treatment by rest 
inadequate, and stimulated efforts for the direct sealing 
of that hole the retina by artificial means the 


was 
of the retina 


passive 


as 


in 


April 8th, 
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first step to relief. Mr. Cole Marshall in his receny 
monograph’ has done a useful piece of work. He is 
well versed in all that has been done in the Clinics 
of Lausanne, Vienna, Zurich, and Utrecht, and he 
describes the methods successfully adopted by Gonin 
Mellor, Safar, Vogt, and others from first-hand observa. 
tion. He first gives a short general history of the 
condition, and then a detailed account of the all. 
important methods of localization. Among operative 
methods he describes and discusses cauterization by 
chemical substances tried by Guist and Lindner: 
thermo-puncture by Gonin ; the use of the galvano. 
cautery by Vogt ; the surface coagulation method by 
diathermy exploited by Larsson, Safar, Weve, and 
others. Finally, he has a note on the electrolytic 
method recently tried by Vogt ; which brings the wheel 
to the full circle, for this is the application of chemical 
caustics by the delicate electrode, instead of by the 
relatively clumsy probe. If the early promise of this 
method is maintained the gain will be great, because 
of its superior simplicity and delicacy. 


“ACCREDITED” MILK 
We have received from the People’s League of Health 
a copy of the memorandum which the League prepared 
and submitted to the Government on the draft Mik 
(Special Designations) Order. In the memorandum the 
League deprecated the use of the term “‘ accredited” 
for milk which carried no guarantee of safety. It 


suggested that the correct term should be “‘ Milk 
(uncertified),’’ with the phrase ‘‘ should be _ boiled 


before use ”’ This memorandum 
is yet another indication of the grave apprehensions 
with which the educated public generally view the 
use of the term “‘ accredited,’’ which, despite this 
weight of public opinion, producers are to employ from 
June Ist next. 


as a possible addition. 


The seventeen new Fellows of the Royal Society 
elected on May 7th include Edgar Hartley Kettle, M.D., 
F.R.C.P., Professor of Pathology in the University of 
London, and Director of the Department of Pathology, 
British Post-Graduate Medical School ; and Ernest Basil 
Verney, M.B., F.R.C.P., Sheild Reader in Pharmaco- 
logy in the University of Cambridge, formerly Professor 
of Pharmacology, University College, London. 


We to announce the death, in _ his sixty- 
ninth year, of Dr. Harold Batty Shaw, consulting 
physician to University College Hospital and to the 
Brompton Hospital ; and of Mr. John Smith Fraser, 
surgeon to the ear, throat, and nose department, 
Edinburgh Royal Infirmary. 


regret 


The next session of the General Medical Council will 
open on Tuesday, May 26th, at 2 p.m., when the 
President, Sir Norman Walker, M.D., will take the 
chair and give an address. The Council will continue 
to sit from day to day until the termination of its 


business. 


— 


yue in Treatment. 


1 Detachment of the Retina: Operative Techs j 
By J. Cole Marshall, M.D., F.R.C.S. London: H. Milford, Oxior 
University Press. 1936. (7s. 6d. net.) 
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TREATMENT IN GENERAL PRACTICE 


This article is one of a series on the management of some diseases of the blood and blood-forming organs met 
with in general practice. 


TREATMENT OF NUTRITIONAL 
ANAEMIA OF INFANTS 


BY 


LEONARD G. PARSONS, M.D., F.R.C.P. 


The anaemias of infancy and childhood, like those of 
adult life, may be divided into two great groups—the 
hypoplastic anhaemopoietic or deficiency group, and the 
haemolytic or crythronoclastic group. In its widest sense 
the term ‘‘ nutritional anaemia ’’ includes all the anaemias 
which fall into the first of these categories, but it is more 
frequeatly restricted to the hypochromic microcytic or 
milk anaemia of infancy. This, the most common and 
important of all the forms «f anaemia in early life, is 
usually the result of a deficiency of iron in the diet, and 
possibly in some cases of an inadequate supply of copper 
and of substances containing the pyrrole ring. 


Neo-natal Physiological Anaemia 


To understand the rationale of the treatment of 
nutritional anaemia it is necessary to be familiar with 
the condition of the blood in the child at birth and 
during the early months of its life. In the foetus blood 
formation takes place widely throughout the reticulo- 
endothelial system, red cells being produced in the liver, 
spleen, and lymphatic tissues generally, and sometimes 
even in other organs, such as the kidney, in addition 
to the bone marrow. This extramedullary haemato- 
poiesis ceases at or shortly after birth, and throughout 
infancy and early childhood bone marrow is universally 
of the red type ; nevertheless, embryonic depots may be 
recalled into activity should the necessity for rapid blood 
regeneration be sufficiently great, as in a severe anaemia. 
The infant om utevo is living in a medium of low oxygen 
tension, and exactly as in adults who have to live at 
high altitudes it is necessary for the red blood cells to 
be present in increased numbers so that tissue respiration 
may be maintained. After birth, when the child breathes 
an atmosphere having a much higher oxygen tension, 
many of these cells become redundant, and are therefore 
destroyed, with the consequent formation of bilirubin 
and not infrequently the development of jaundice—the 
well-known icterus neonatorum. 

Actually during the later weeks of intrauterine life 
there is a diminution in the number of red cells and the 
percentage of haemoglobin, but in spite of this the 
normal infant at birth may show a red cell count amount- 


ing to about 7,000,000 per c.mm,. and a _ haemoglobin 
percentage of 120 or more. The fall in haemoglobin 


and red cells, although most rapid in the first week or 
two of life, not limited to that time, but continues 
slowly for the first three or four months of life ; further, 
the fall in haemoglobin is proportionate to that of the red 
cells, so the colour index remains normal. In this way 
there results a ‘‘ physiological anaemia of the newborn.”’ 
This anaemia is probably due to the failure of the marrow 
adequately to adapt itself to the requirements of the 
Tapidly growing child, and since this growth factor is 
of even greater importance in premature infants the fall 
in haemoglobin greater in them, so that in the 
s anaemia of prematurity ’’ the haemoglobin percentage 
is not infrequently as low as 60, or even 50. 


is 


is 











Copper and Iron Deficiency 


The physiological anaemia of the newborn does not 
require any treatment, and spontaneous recovery is 
usual about the fifth month of life ; the anaemia of pre- 
maturity also recovers, but at a later date. Such recovery, 
however, occurs only if the substances already mentioned 
as necessary for haemoglobin synthesis are present in 
adequate amounts in the body stores, and/or are supplied 
in the food ; otherwise a nutritional anaemia’’ de- 
velops. Now both human and cow’s milk contain only 
minute quantities of th¢se essential substances, and cow’s 
milk contains even less of them than breast milk, in 
spite of the fact that its iron and copper content is 
increased when it is stored in metal vessels or when it 
is dried on metal rollers. 

The frequency of nutritional anaemia may vary in 
different districts, and the only reason why all infants 
do not become anaemic in the lactation period is that 
during the last three months of intrauterine life iron and 
copper are stored in the foetal liver. This store makes 
up for the lack of these metals in the infant’s diet, 
but by the end of the lactation period it is exhausted ; 
hence nutritional anaemia is certain to develop unless 
the child is then given a mixed diet containing adequate 
quantities of iron. If milk feeding is unusually pro- 
longed a severe degree of this iron-deficiency anaemia 
occurs ; aiso, not infrequently these iron and copper 
stores are exhausted, or become inadequate when the 
child is 6 or 7 months old, and anaemia becomes manifest. 
Further, if the mother does not receive sufficient iron 
during pregnancy, or if the infant is born prematurely 
or is one of twins, storage is inadequate ; under such 
conditions anaemia develops even earlier in infancy, and 
in extreme cases may actually be present at birth. 


“6 


Prevention of Nutritional Anaemia 


Nutritional anaemia of infancy can therefore be pre- 
vented by assuring an adequate iron supply both to the 
mother during pregnancy and to the infant during the 
period of lactation, particularly if the child be artificially 
fed. So far as the mother is concerned the diet should 
contain 15 to 20 mg. of iron a day. It is probable that 
a large number of pregnant women do not obtain this 
amount oi iron for two reasons: first, the restriction of 
the dict practised by many obstetricians as a preventive 
against the toxaemias of pregnancy ; and, secondly, social 
conditions—for instance, the investigations of Davidson 
have shown that the diets of poor women in Aberdeen 
contain on an average not more than 11 mg. of iron a 
day. It is wise, therefore, to administer iron to any 
pregnant woman whose diet is restricted from medical 
or social reasons. For this purpose the following is a 
satisfactory prescription : 


R_ Ferri et ammon. cit. gr. Xv 
Syr. aurant. ef 
Aq. ee bis ad 3i 
S42, tis. 


Alternatively one of the sugar-coated tablets of ferrous 
sulphate (gr. iij) prepared by the Glaxo Laboratories 
should be given three times a day. 

Although it is stated that the application of iron 
sulphate to the soil will result in the growth of grass 
containing sufficient iron to ensure that milk from cows 
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fed on it will prevent nutritional anaemia, it is neverthe- 
less still true that the artificially fed infant is best 
protected by feeding it on dried milk to which iron has 
been added, or by the daily administration of an adequate 
quantity of iron. ‘‘ Haemolac,’’ manufactured by Cow 
& Gate Ltd., is a good example of such a dried milk, 
the iron added being in the form of iron and ammonium 


citrate, and in amounts suggested by Helen Mackay, 
who found that, according to the age of the infant, 


44 to 9 grains of this preparation were required daily to 
prevent anaemia. If this or a similar preparation of 
dried milk is not given the intake can be 
assured by the daily administration of 1 grain of reduced 
iron, or 4 grains of ferrous sulphate, or 4 grains of iron 
ammonium citrate. 


necessary 


and 


Treatment with Iron 
Treatment of established nutritional anaemia consists 
in the prescription of iron, which, in the absence of 


infection and in adequate doses, will bring about a cure 


in four or five weeks. Organic preparations of iron 
should not be used. One in which inorganic iron is 


present in the ferrous form, or can readily be converted 


into it in the infant’s stomach, and which does not 
produce any alimentary upset, should be given. The 
preparations which have produced the best results are: 
ferrous sulphate, 12 grains ; reduced iron, 3 grains ; and 
iron and ammonium citrate, 12 grains—in each case 
divided into three doses and given daily. Of these 


ferrous sulphate is the most efficacious, although its iron 


content, while approximately the same as that of iron 
and ammonium citrate, is very much less than that 
of an equal amount of reduced iron. Actually one 
grain of reduced iron contains 54 mg. of iron, whereas 


one grain of ferrous sulphate contains only 12 mg. 

The reason why ferrous sulphate is more active thera- 
that all iron has to be converted in the 
duodenum into the ferrous form before it 

Witts has estimated that the e 
utilization of ferrous sulphate is 14, of reduced iron 0.5 
to 2, and of iron and ammonium citrate, in which iron is 
present in the ferric 1.5 to 3. It is obvious, there- 
fore, why 12 grains of ferrous sulphate are so much more 
icious than the same amount of iron and ammonium 
3 grains of reduced iron, although 
iron. 


peutically is 
ind 
Is absorbed. 


stomach 
percentag 


state, 


em 
citrate, and also than 
the latter is actually three times richer in metallic 
he disadvantages of ferrous sulphate—namely, that it 
rapidly oxidizes to the ferric state and that children 
dislike it—can be overcome by dispensing it with syrup. 
Che tablets referred to above are not suitable 
the difficulty in inducing infants to swallow them. 
scriptions for the administration of these forms of iron 
to be taken three times a day may be written thus: 


because of 
Pre- 


R Ferri sulphat “i waa _ . gr. iv 
\q eee q S. 
r. simpl. .. she oh - id 5 ij 
K Ferri redact gr. i 
S 1. alb gr. ij 
Ft. pul 
KR Ferri et amm cit mr. iV 
Syr. aurant 5 SS 
\q id 5 ij 
Copper and Yeast 
In very rare cases it may be necessary to give 
copper before a comple te cure is obtained. The dose 
should be 0.5 c.cm. of solution of a 1 per cent. 
solution of copper sulphate per kilogram of body 
weight, and this is best administered in milk. Copper 
is not a constituent of the haemoglobin molecule, but 


probably catalyst, and enables stored or 
ingested iron to be used in the synthesis of haemoglobin. 


for using copper hardly exists, 


acts as a 


necessity 


Happily the 
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ij a 
because all the iron preparations mentioned above cop. 
tain sufficient copper as an impurity ; indeed it is inter. 
esting to note that it is practically impossible to obtain 
iron without the presence of copper as an impurity, 

Yeast also is sometimes valuable in treatment, and 
appears to act as a “‘ potentiator ’’ of iron in the synthesis 
of haemoglobin. The reasons why yeast acts in this 
manner are not clear, but in addition to iron it contains 
copper, vitamin B, and a body called cytochrome, which 
contains the pyrrole ring. It is best given in a drieg 
form such as “ yestamin,’’ in doses of 1 to 3 drachms 
daily, although its administration is only necessary if 
the infant does not appear to be responding to iron, 
There are on the market several commercial preparations 
containing iron, copper, yeast, and sometimes manganese, 
and of these “ ferrofax (powder),’’ made by British 
Colloids Ltd., has, in three daily doses of 50 grains, given 
excellent results in nutritional anaemia. 





WOODHALL SPA REHABILITATED 


VISIT OF HEALTH RESORTS ASSOCIATION 
The village of Woodhall Spa in mid-Lincolnshire was 
invaded on Friday and Saturday last by sixty or more 
members of the medical profession and people interested 
in spa administration, on a visit arranged by the British 
Health Resorts Association. Sir Archibald and Lady 
Weigall and their daughter, Lady Curzon, acted as very 
gracious hosts. Lincolnshire is not regarded as a county 
that has great natural scenery, although it has many 
archaeological and architectural treasures, of which the 
visitors saw something on an extended tour embracing 
Tattershall and Bolingbroke Castles and the Tennyson 
country ; but in Woodhall Spa, in its nest of pine and 
heath on the edge of the wolds, it has as pleasant a 
resort as is to be found in Great Britain. 

The spa waters, which were discovered in the early 
part of the nineteenth century, when also the bathing 
establishment was built, are hypertonic saline, and con- 
tain appreciable quantities of iodine and bromine, as well 


as large amounts of calcium and somewhat smaller 
amounts of magnesium. Théy were well known to the 


older school of gynaecologists. The late Dr. McNaughton 
Jones, author of Diseases of Women and Uterine Thera- 
peutics (1885), advocated treatment at Woodhall in certain 
cases of fibroids. For various reasons, chiefly connected 
with the rise of gynaecological surgery, the treatment has 
become less used than formerly. The waters have also 
proved effective in the treatment of rheumatic disorders 
and other affections, but the spa has passed through 
various economic vicissitudes, and is perhaps the least 
known of British health resorts, though the number of 
visitors is stated to be approximately 1,000 annually. 

Recently the rehabilitation of the spa has been ener- 
getically undertaken, chiefly owing to the action of Sir 
Archibald Weigall and his family in transforming their 
beautiful home, Petwood, with its thirty-five acres of 
garden, into an ideal “ individualistic ’’ spa hotel, and 
also in equipping the Weigall Clinic, supplemental to the 
Victoria Baths, for patients for whom medical treatment 
has been prescribed. The baths, with the pump room, 
are of surprising extent and equipment, and the clinic 
provides all the usual baths and electrical treatmests. 
A fango or mud is prepared from the powdered rock 
through which the waters percolate, and when mixed with 
concentrated water, or ‘‘ mother-lye,”’ is used in the form 
of hot compresses. In the surroundings of the spa there 
is considerable provision for sport and entertainment. 


Spa Treatment in Gynaecological Cases 

The historical use of the Woodhall waters in gynaeco- 
logical conditions prompted the first of the two conferences 
which were held at Petwood during the doctors’ visit 
and over which Mr. H. WittouGusy Smrirx_ presided. 
In opening the subject Dr. J. BriGHt BantsTER said that 
spa treatment for gynaecological conditions had come to 
be regarded as old-fashioned, and some modern textbooks 
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on gynaecology made no reference to it. Nevertheless 
there were people who refused opération, or for whom 
operation was inadvisable, and the spa method of treat- 
ment had not died out, though most of those for whom 
it was recommended had been drafted to Kreuznach or 
other Continental centres, ignoring the waters of 
ordan.”’ The constitution of the W oodhall waters gave 

und for believing that they contained certain elements 
which might be definitely beneficial. The condition of 
subinvolution following miscarriage or childbirth was one 
which might be relieved by a stay at such a spa. The 
douches would relieve the local hyperaemia and con- 
gestion, and promote the absorption of inflammatory 
products. This treatment might be well adopted in cases 
of chronic pelvic inflammation, and even in subacute 
conditions of that kind. Certain cases of sterility might 
ssibly yield good results. He saw, however, certain 
limitations to this method of treatment. New growths, 
for example, were a contraindication. 

A Woodhall practitioner, Dr. LEoNARD Boys, honorary 
physician to the Alexandra Hospital there, said that the 
treatment at the spa consisted of giving baths at a more 
or less neutral temperature for from fifteen to forty-five 
minutes, and at the same time a vaginal douche at a 
temperature of 104°, rising in successive baths to 118° ; 
the douche might be strengthened by the addition of 
“ mother-lye.’’ Alternatively the douche was given with 
the pelvis and lower abdomen surrounded by fango. 
Generally the bath had a sedative effect and stimulated 
metabolism. Locally it caused decongestion by the im- 
provement in the circulation of the organs of the pelvis, 
stimulation of the uterine muscle, promotion of absorption 
of inflammatory products, tautening of ligamentous and 
muscular strictures, and thorough cleansing of the vagina 
and external os. He gave a list of gynaecological condi- 
tions which had been successfully treated, and mentioned 
that he had seen very many cases of fibroids where 
haemorrhages were markedly controlled for some months 
after the “‘ cure,’’ and the patients obviously placed in 
a much better state to undergo whatever subsequent 
operation might be found necessary. Dr. Boys added 
that when he first came to Woodhall there used to be 
strings of patients suffering from fibroids who were being 
successfully tided over the menopause. In view of the 
possible complications in that condition, such treatment 
could not be offered as the best solution nowadays, but 
there must be many for whom such a preparation would 
reduce operative risk and give an easier convalescence. 


Iodine and Bromine Content of the Waters 

Professor BECKWITH WHITEHOUSE suggested that the 
sufferer from the syndrome which Crile had termed 
“New York disease,’’ the patient presenting the clinical 
symptoms and signs of lack of nutrition, always requiring 
artificial stimulus, frequently complaining of amenorrhoea 
or insomnia—a result of post-war civilization and the 
counterpart of the ‘‘ chlorosis’’ of the Victorian era— 
must derive benefit from the advantages which the 
British spas offered. There was no necessity for her to 
go to the Continent ; resorts should be available in this 
country where cases of this kind could be placed in such 
surroundings that nature was given an opportunity to 
restore the nervous energy dissipated by the artificialities 
of modern civilization. The reason why spa treatment 
was so beneficial to many women was in its insistence 
on the imbibition of water. It did not matter whether 
spa water was necessarily purgative or not; the mere 
intake of water daily in sufficient quantity was a simple 
and easy method of assisting natural functions. ‘‘ If 
spas existed simply to make women drink sufficient plain 
water they would have justified their existence.’’ The 
waters of Woodhall contained two elements of special 
therapeutic value to the gynaecologist—namely, iodine 
and bromine. Modern research had shown the impor- 
tance of iodine to the female organism, also the sedative 
eflect upon the nervous system of bromine in the special 
group of sympathetic and parasympathetic nervous cases. 
He believed Woodhall to be peculiarly suitable for women 
suffering from pelvic ailments, and he paid his respects 
to what he regarded as ‘‘ the gynaecological spa of Great 
Britain.”’ 





Sir Ewen MacLean took some exception to a remark by 
Mr. Bright Banister that ‘‘ many gynaecological patients 
may in the future bless this spa as . . . a way of escape 
from a surgical operation.’’ It would be fatal for Woodhall 
or any spa to develop a reputation on that basis. It 
should be regarded not as a place of escape from opera- 
tion, but as one to which gynaecological cases might safely 
be sent when a operation was not indicated. He referred 
especially to the class of cases in respect of which ‘‘ the 
ambulatory treatment of pelvic inflammation ’’ had 
almost passed into a classic phrase—the treatment of 
which Dr. Arthur Curtis of Chicago was the apostle. 
These were cases in which routine spa treatment could be 
very useful. Dr. F. Howarp HumMpuris took up Pro- 
fessor Whitehouse’s remark with regard to the sufferer 
from excessive strain upon the sympathetic and para- 
sympathetic nervous systems, that “‘ there is no neces- 
sity for her to go to the Continent.’’ There might be 
no necessity, but there was a very great temptation to 
do so when the woman with chronic pelvic pain, who 
had been to various gynaecologists without much result, 
learned from her friends of their experiences on the 
Continent, where installations for treatment by radium 
emanation were available. 

In further discussion Dr. D. Macponatp regretted that 
no reference had been made to electrical treatment of the 
pelvic organs. Dr. Muriert Keyes spoke of gynaecology 
as calling for a wide experience and an open mind, always 
remembering the likelihood of malignancy. But it was 
quite possible that if a patient were put in a position 
for operation by preliminary spa treatment the operation 
might afterwards be found to be avoidable. Dr. W. 
EpGECOMBE complained of the attitude of benevolent 
toleration of spas which obtained largely among medical 
men in this country. There was a lack of conviction on 
the subject, except on the part of those who, like Dr. 
Boys, saw the results at close quarters. Mr. L. C. 
Rivett spoke of the need for increasing hospital facilities 
at spas. Of the women he saw in his out-patient depart- 
ment in London many would benefit from spa hospital 
treatment if it were available. 


Food at the Health Resort 


The second conference was on ‘“‘ Food at the Health 
Resort.’’ This was opened by Professor E. C. Dopps, 
who said that the most important indication for spa 
treatment was in toning people up and getting them into 
a better condition generally. The treatment of obesity 
by exercise, though sound so far as it went, was bound 
to be to a great extent ineffective. The hardest exercise 
resulted only in a relatively small utilization of food or 
of food reserve in the body. The other method was 
dietetic control. It was possible to work out a low 
calorie diet which was quite pleasant, and the accom- 
paniment of spa treatment was beneficial because mild 
exercise and the stimulation of the skin undoubtedly 
increased the metabolic rate. But success in spa treat- 
ment was dependent on controlled exercises and, still more 
important, rigid control of diet. Apparently it was diffi- 
cult to instruct spa patients on this point if one spoke 
plain English, though they were ready enough, as a rule, 
to carry out the regimen in foreign spas when instructed 
in broken English! 

Professor V. H. Motrram spoke on the role of the 
dietitian, not only in the relatively small class of 
hospital patients, but among the general public. Half 
the population of Great Britain, he said, needed teaching 
in dietetics. Many people thought the dietitian’s job 
was to make food unattractive ; quite the contrary. The 
dietitian had to produce diets which, while containing 
about one-third of the calories of normal diet, should be 
just as appetizing. In the ordinary hotel the emphasis 
was on fats and proteins ; carbohydrates were diminished, 
and there was some danger of missing vitamin C. He 
urged the need for a dietitian at such a spa as Woodhall, 
working with the physicians of the neighbourhood. 


Difficulty of Control of Diet 


A further contribution to the discussion was made by 
Mr. Morton CuHance of Harrogate, from the caterer’s 
point of view, and Dr. EpGrecomse of the same spa men- 
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tioned that six representative diets had been arranged 
there: a high and a low calorie diet, a low protein diet 
with a high vitamin content, a reduced carbohydrate diet 
presented in a qualitative and also in a quantitative 
form, a high fat diet, and a lacto-vegetarian diet. Dr. 
Bucktey of Buxton spoke of the importance of vitamin C, 
especially in the dietaries of persons suffering from various 
rheumatic disorders. If only the managers of hotels would 
provide sufficient raw fruit and raw vegetables, arranging 
raw fruit at the beginning of breakfast and raw salad at 
the beginning of lunch, they would ensure ‘vitamin C 
without any difficulty for the chef, and take the edge 


off the visitor's appetite for less useful foods. Dr. 
WoRTHINGTON of Llandrindod Wells spoke of the diffi- 
culty in getting patients to follow prescribed diets. One 


such patient who was unimproved declared that she had 
followed meticulously the measured diets, but inquiry 
of the manage of the hotel showed that after she 
had consumed them at each meal she had said, ‘‘ And 
now I am going to have something to eat ’’! Dr. J. W. 
McNEE said that the things he wanted to know when 
he sent a patient to a spa were the discipline employed 
and the measures for the control of the dietary. It was 
impossible to do it properly without some form of clinic. 

Sir Watter LANGDON-BRowN said that a patient was 
much more willing to ‘‘ toe the line ’’’ when he went to 
a foreign spa, perhaps because of the more rigid discipline, 
which went even to the extent of expelling a patient who 
would not follow the rules. He looked forward to the 
time when diets would be made up by the pharmaceutical 
chemist on doctors’ prescriptions in the same way as 
medicines. Sir JOHN ATKINS spoke of something wanting 
in the relations between the spa and the patient’s doctor. 
If the patient went to a Continental spa the practitioner 
at home presently received a large dossier showing exactly 


ress 


what he had had to eat and drink, and other analyses 
of his condition ; but from a home spa he received no 
more than a brief letter. The dossier might be as 
elegantly ‘‘ cooked ’’ as some of the food, but at least 
it showed a continuing interest in the patient. Dr. 
MoNcKTON CopeMAN, referring to the importance of 


vitamin C, mentioned that this was destroyed by the use 
of soda in cooking green vegetables, and that the house- 
wife could get the same colour in vegetables by the 
use of a little brown sugar instead. He also acclaimed 
the virtues of watercress as one of the cheapest sources 
of vitamin C. Others who mentioned points bearing on 
the same subject were Dr. H. H. Sancutnetti, Dr. A. R. 
NELIGAN of Droitwich, and the chairman, Sir ARCHIBALD 
WEIGALL, who spoke of the difficulty of introducing into 
1 luxury hotel any real control of diet. 

The appropriate event after such a discussion was a 
banquet, which was held at Petwood on the invitation 
of the Woodhall Spa Baths and Estate Company. Sir 
ARCHIBALD WEIGALL proposed the health of the British 
Health Resorts Association, referring particularly to the 
enterprise and enthusiasm of its ‘‘ incomparable secre- 
tary,’ Dr. Alfred Cox. A reply was made by Lord 
Meston, the association’s president, who in his turn 
expressed admiration for the energy shown in resuscitating 


the beautiful little spa of Woodhall, and the real self- 
sacrifice of the Weigall family in this connexion. The 
toast of the health of Woodhall was in the hands of Sir 


EWEN MacLean, who said that a number of spas in the 
past had been overlooked, not through any fault of their 


own, but through lack of knowledge of them on the 
part of members of the medical profession. He distin- 


guished between the right and wrong use of propaganda 
in connexion with spas. Harm was done by unsound 
claims that spas were capable of curing anything and 
everything. Speeches were also made by the BisHop oF 
Lincotn, Mr. G. B. Barton, chairman of the Woodhall 
Spa Advancement Association, and Dr. LEONARD Boys. 
A determination on the part of the local people to make 
1 success of the spa, and an expression by the visitors of 
onfidence in its resources, were the notes of the occasion. 

Among other medical men attending the conference were 


Dr. R. A. Young, Sir Stanley Woodwark, Dr. W. G. 
Willoughby, Dr. F. G. Thomson, Dr. Fortescue Fox, 
Dr. W. S. C. Copeman, Dr. G. de Bec Turtle, Colonel 


W. Byam, and Dr. Alfred Cox (secretary) 
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CONGRESS OF PHYSICAL MEDICINE 


OPENING MEETINGS IN LONDON 
The sixth International Congress of Physical Medicine 
opened on May 12th at Wharncliffe Rooms, London, and 
continued until May 16th. The honorary president, Lon 
Horder, was unable to be present owing to a Previously 
arranged visit to America, and the duties of the chair 


were discharged by Sir Robert Stanton Woods. Twenty. 
two countries were represented at the CONgress ; the 
official language was English, but the papers, which 


numbered nearly one hundred, were also in French 
German, and Italian. 

After plenary meetings on the first day the Congress 
on the second day divided itself into six Sections. 
Physical Education, Winesitherapy, Hydrotherapy ang 
Climatotherapy, Electrotherapy, Actinotherapy, apg 
Radiotherapy. In addition to the scientific discussions 
the time of the delegates was fully Oc upied. Receptions 
were given by Lord and Lady Dawson of Penn at the 
Royal College of Physicians, by H.M. Government at 
Lancaster House, and by the Public Health Committe 
of the Corporation of the City of London, and visits wer 
arranged at the end of the week to the Lord Mayor 
Treloar Hospital for Crippled Children at Alton, to Bath, 
and to Droitwich Spa. 

At the opening session Sir RoBERT STANTON Woops ey. 
tended a welcome to the official delegates from over. 
seas, and announced that the Patron of the congress, 
the Duke of York, had expressed his intention to visit 
one of the Sections, that of Physical Education. . The 
committee had thought it well to ask a distinguished 
member of the profession, interested in physical medicine, 
but not specifically connected with the practice of any 
branch of it, to be president of the congress. Unfortun. 
ately the date of “the congress was arranged while Lord 
Horder was returning on board ship from the British 
Medical Association meeting in Australia, and he at that 
time, without knowing that the congress date had been 
precisely fixed, consented to address some meetings in 
the United States on those very days. ‘His address would 
be read in absentia by the honorary secretary of the 
congress, Dr. Albert Eidinow. 


Presidential Address by Lord Horder 


Lord Horper wrote that as honorary president it was 
his pleasant duty to welcome those attending the con- 
gress, especially those who had come from other countries. 
It was his misfortune that he was compelled to do so 
vicariously. He had already remarked upon the great 
honour which the International Committee had paid to 
Great Britain by its decision to hold this sixth congress 
in London, and he trusted they would justify the choice 
of meeting-place of so many persons eminent in this 
branch of medicine. He desired to tender their loyal 
thanks to the Duke of York, who had graciously consented 
to be Patron, also to thank the Foreign Office and the 
Ministry of Health for their active interest and help. 
The support of the Ministry of Education and of the 
Royal College of Physicians had added greatly to the 
prestige of the occasion. 

He proceeded to offer a few general remarks on the 
important subject which brought them together. It was 
the glory of medicine that, like Bacon, it took all know- 
ledge for its province. It did this both when it sought 
to elucidate the complex problems of disease in 1 
causation and when it strove to adjust disordered fune- 
tions by treatment. Medicine was thus the child not of 
one only but of all the sciences. The best doctor, 
therefore, was he who attached himself to no system and 
to no sect, but made use of every available piece of 
knowledge in the patient's interests, taking toll of 
the sciences and, indeed, of all the arts. 

To physics medicine owed the introduction of may 
instruments of great value in diagnosis—the microscopé, 
the thermometer, and the ophthalmoscope, to mention 








only three. From the same source came the epoch- 















































































sci 


ma 
dis 


gre 
rea 
pri 
to 

to 

was 
or 

jud 
fori 
phy 
pat 
ow! 
tior 
the 
som 
tior 


ing 

The 
moc 
incl 
curt 
of s 
for 

thos 
mor 
Sect 
tant 
very 
botl 
was 
knev 
thei 
wou 


offic 
appl 
Tejoi 
of w 
teac! 
at tl 
estal 
cour 
whic 
of tl 


plim 
cong 
in tl 








E Brrrisy , 
SAL Journa, 
———= 


ICINE 


Medicine 
ndon, ang 
lent, Lon 
Previously 

the chair 

Twenty. 
TSS } the 
rs, Which 
1 French, 


> CONgress 
Sections: 
rapy and 
PY, and 
liscussions 
ceceptions 
In at the 
nment at 
ommittee 
isits were 
‘d Mayor 
to Bath, 


‘OODS ex- 
OM over. 
Congress, 
to visit 
on. . The 
inguished 
nedicine, 
> of any 
Jnfortun- 
ile Lord 
: British 
» at that 
1ad_ been 
tings in 
ss would 
Of the 


t it was 
he con- 
yuntries. 
> do so 
ie great 
paid to 
congress 
> choice 
in this 
ir loyal 
nsented 
nd the 
1 help. 
of the 
to the | 


on the 
It was 
know- 
sought 
in its 
1 fune- 
not of 
doctor, 
m and 
ece of 
of all 


many 
SCOPE, 
ention 
epoch- 





May 16, 1936 






CONGRESS OF PHYSICAL MEDICINE Tas Spee 1013 


MEDICAL JOURNAL 








a 

aking discovery of # rays. Since Roentgen enriched 
saliciae in this way one of the most conspicuous ad- 
. ces in their science and art had been the introduction 
re truments which had made the various methods of 
electrotherapy and radiotherapy available. These, indeed, 
had come so thick and fast as to leave them all a little 
out of breath at the moment. — ; 

Lord Horder welcomed the inclusion of a Section con- 
cerned with the teaching of physical medicine in the 
medical schools and universities. For many years he had 
urged the claims of physical medicine, not only in con- 
sultation with his colleagues and in his hospital work, but 
also by frequent association with those who had devoted 
themselves wholly or in great part to this branch of the 
rofession. He was gratified to realize that the progress 
of physical medicine which he had predicted in an address 
at the opening of the winter session of Leeds Medical 
School more than ten years ago had been amply fulfilled. 
At that time he had ventured to mention certain criteria 
which he thought might be applicable to the rapidly 
extending practice of physiotherapy. In his judgement 
those criteria remained as pertinent to-day as they were 
then. ea F 
To repeat these criteria very briefly: The first was 
that the various methods _and forms of technique 
employed in physical _medicine should be kept under 
scientific control. This desideratum could only be 
achieved if a close liaison was maintained between the 
physiotherapist and the physicist. There was to-day at 
many large centres of medical education a physicist of 
distinction attached to the staff. This practice should 
be extended, for his help and his colleagueship were of 
great importance. The second criterion was the constant 
realization by the physiotherapist that his approach must 
primarily be a clinical one. In proportion as he tended 
to isolate himself he lessened the benefits he was able 
to confer, for it was the patient and his reactions which 
was the official arbiter of results, whether in diagnosis 
or in treatment, and it was the clinician who could best 
judge of these. The third criterion was a strict con- 
formity with accepted pathology. The practitioner of 
physical medicine could make valuable contributions to 
pathology, but he could not construct a pathology of his 
own. The fourth and last criterion was a liberal associa- 
tion of all workers in this particular field—‘‘ not forsaking 
the assembling of yourselves together, as the manner of 
some is.”’ Free discussion, free criticism, free publica- 
tion, these things were essential to success. 

The question arose whether the media at present exist- 
ing in this country for these activities were adequate. 
The possibility of a Medico-Physical Institute had been 
mooted more than once. If it were based on sound lines, 
including the encouragement of research, a complete 
curriculum, and a power to grant diplomas, the influence 
of such an institute would be very great and be wholly 
for the good of medicine. But during the next four days 
those he was addressing would be busy with other and 
more technical matters. He welcomed especially the new 
Section of Physical Education. This signified an impor- 
tant effort in the direction of preventive medicine. The 
very large field over which physical medicine ranged, 
both in its prophylactic and’ in its curative applications, 
was somewhat appalling, but with courage, which he 
knew its practitioners possessed, and with the good will of 
their colleagues, of which they might be assured, they 
would go forward undismayed. 

Dr. vAN BREEMEN (Holland) expressed on behalf of the 
oficial delegates and members from the Continent their 
appreciation of the welcome afforded them. He, too, 
rejoiced to see a Section of Physical Education, the result 
of which might be to make good some of the gaps in the 
teaching of medicine at the universities. He hoped that 
at the next congress. physical medicine would have become 
established as an integral part of university study in this 
country and elsewhere. A position had been reached in 
which no scientifically minded doctor need be ashamed 
of the serious study of physical treatment. 

Professor I. GunzsurG (Belgium) also said a few com- 
plimentary words. He looked forward to the London 
fongress as achieving more than any of the previous five 
it this ‘' glorious day for physical medicine.’’ 


of ins 








Physical Education 


At the first scientific session of the congress two 
addresses were given on the subject of physical education. 

Lord Dawson oF PENN briefly sketched the history of 
this subject and its present position. It was remarkable, 
he said, that the vital teaching of the. golden age of 
Greece, with ideals of education which gave equal pro- 
minence to the training of body and mind, should for 
centuries have disappeared. It was a big jump to the 
beginning of the nineteenth century when Denmark 
became the first country of the modern world to make 
physical education an essential part of the curriculum 
in its schools. Soon afterwards came Ling, whose system 
had profoundly influenced the practice of physical educa- 
tion throughout the world. Great Britain had been so 
pre-eminently the home of games and sport that while 
Continental countries were formulating their systems of 
gymnastics it remained absorbed in athletics, and phy- 
sical education was slow in gaining a foothold. It was 
not until 1909 that physical education became established 
in the public elementary schools. Lord Dawson also 
referred to the “‘ primitive gymnastics ’’ movement in 
Denmark, of which Niels Bukh was the founder, Bukh 
using fundamental gymnastics to correct poor posture 
and defective muscle function of his pupils, and later 
rhythmic gymnastics to teach balance and grace of move- 
ment. Miss Margaret Morris in this country had thought 
along similar lines and secured like results. 

Games, said the speaker, could not replace education ; 
rather they were its fulfilment. Proficiency in games was 
compatible with the existence of defects of frame or 
function, which defects might not make themselves felt 
until manhood, when they became a progressive handicap. 
Some games, unless correlated with physical education, 
were liable to overstrain their votaries and impair health 
later in life. This was particularly true in specialization 
in games. Equally, physical education could not replace 
sports and games. Rivalry and the team spirit could not 
be derived from physical exercises, so that physical educa- 
tion should make use of the game even in school hours 
wherever it was possible to do so. Physical education was 
an increasing necessity in modern life. In days past, when 
there were no organized social services to protect the 
weak and damaged stocks, natural selection operated 
more effectively and the unfit were likely to be extin- 
guished. To-day, on the demand of the public con- 
science, they were preserved, but it was the more neces- 
sary, therefore, to build up the fit and diminish the dead 
weight of disability which the body politic had to carry. 

After discussing some results of recreative physical 
training at the Lucas Tooth Gymnasium and the work 
of the Carnegie Physical Training College, Lord Dawson 
came to the role of the doctor in physical education. 
With the progress of preventive medicine the medical pro- 
fession was not only concerned with the sick, but equally 
with the maintenance of health, and not only of the 
individual but of the community. The doctor with his 
knowledge of the structure and functions of the body 
should be associated with physical education, not in its 
day-to-day practice but in its periodical survey. Early 
divergencies from normal development would thus be 
corrected in the stride of school teaching. Medicine on 
its preventive side was educational, and the doctor needed 
the attributes of the teacher. The movement towards 
a complete system of physical education was going apace 
in this country, and had been helped in no small measure 
by the recent investigation and subsequent report by a 
special committee of the British Medical Association. 


The Hygiene of Sport 


The second address was by Sir LEONARD HILL, who dis- 
cussed the hygiene of sport. He began with some general 
observations on the national need for the compulsory 
physical training of youth and the development of the 
team spirit. Sports grounds, gymnasiums, and swimming 
baths were requisite in all localities ; they should be 
flood-lit in the evening, and adequate for all to take a 
part in sport, not for sporting competitions. Field class- 





rooms were required to which children could go out by 
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bus from town, with country dormitories for city children. 
For the physical training of youth a very important 
condition was adequate diet. 

Sir Leonard Hill then discussed more in detail the 
questions of muscular activity and expenditure of energy, 
pointing out, for one thing, how in the well-trained 
subject 20 or 30 per cent. of the energy used in exercise 
was spent as work and the rest as heat, but any defect 
such as sore feet or an ill-balanced pack in the marching 
soldier or a crouching position of the miner most waste- 
fully increased the energy output. Training brought 
about an enriched blood stream, a greater capacity for 
deep breathing, a building up of muscle, with loss of 
superfluous fat. Up to 18,000 feet Everest climbers 
improved ; beyond that altitude oxygen want came into 
play and degeneration began. Some few animals had 
been brought to live for a time in an atmosphere 
equivalent to 30,000 feet, but in a feeble state and with 
degenerating organs. With the help of oxygen-breathing 
apparatus the climber could be made as efficient at 
29,000 feet as at sea level. The record aeroplane ascent was 
a little under 48,000 feet, at which height the pilot was 
in great danger of losing consciousness—probably did lose 
it for a time. While breathing oxygen and enclosed in 
a suit in which a positive pressure of a few pounds could 
be maintained, a man had been exposed to a pressure 
equivalent to an altitude of about 90,000 feet. The limit 
ot flying high was now set not by the man but by the 
plane. The Admiralty divers were trained to work at 
a depth of 300 feet at a pressure of 10 atmospheres, and 
another 100 feet was possible. The mechanical effect 
of the pressure, equally applied over the body, was nil, 
but the period of work had to be shortened and of 
decompression prolonged, so as to prevent the bubbling 
off in the blood of dissolved nitrogen gases. By breathing 
oxygen at the starting-point and dropping the mask as 
the pistol was fired athletes had run the half or quarter- 
mile within a second or two of their record runs, and 
breathing oxygen after the run prevented all leg stiffness 
ind made them ready to run again. He recalled one of 
his most successful demonstrations of the value of oxygen 
when an unsuccessful boxer, given oxygen after being 
exhausted by three hard rounds, came back into the ring 
and at once knocked out of it a far more skilful opponent! 
By breathing deeply to wash out carbon dioxide from the 
body and then taking a full breath of oxygen, the breath 
could be held easily for three or even up to five minutes. 

He concluded by reciting some of the experiences and 
rules of training of one of the greatest long-distance 
runners of the present day, Arthur Newton, who had 
covered 152 miles in twenty-four hours, and that when 
40 years old, and had run 100 miles on the London-Bath 
road in just over fourteen hours. Ore of his rules in 
running was to slither along the ground with the least 
expenditure of energy, developing a rhythmical swing to 
1 tune running in the head. He drank cold sugary 
lemonade while running, but never more than one-third 
of a pint at a time, and when sweating he added to this 
drink as much salt as covered a threepenny piece. He 
banned cigarettes, which “‘ spoiled the wind.”’ 


yer 


Demonstrations 


These addresses were followed on the next morning 
by demonstrations and films illustrative of the various 
systems of physical education. The demonstrations, over 
which Lord Dawson presided, were attended by the Duke 
of York. A series of displays were given by groups of 
L.C.C. pupils demonstrating progressive training. Later 
short displays of other methods for promoting physical 
fitness and the better occupation of leisure were given by 
the Carnegie Physical Training College, the Ling Associa- 
tion, and the International Institute of the Margaret 
Morris Movement. In the Section of Kinesitherapy Dr. 
J. B. Mennell projected a film illustrating the movements 
ind manipulation of the joints of the upper extremity. 
I Sections of Radiotherapy, Actinotherapy, Electro- 
therapy, and Hydrotherapy devoted themselves on 
Wednesday morning each to the discussion of about half 
1 dozen papers. A further account of the congress pro 
ceedings will appear in the next issue. 
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THE GUILDHALL DINNER 


On the evening of May 12th members of the executiy 
and delegates to the congress were entertained at dj , 
in the Guildhall by the Public Health Committee ¢ 
the Corporation of the City of London. Mr, Gg 
McDona_p was in the chair, and the Lord Mayor an4 
Sheriffs attended. 

Captain G. S. Ettiston, M.P., proposing the toast 
‘‘ The Guests,”’ recalled the great part played by the 
City Guilds in promoting the science and art of medicine 
during the past six hundred years, and in particular the 
services of the Grocers’ Company, the Barbers’ Com 
and the Society of Apothecaries. It seemed, therefore 
right and proper that the leaders of medical science shoyj4 
return to the Guildhall from time to time to fp 
progress. The City delighted to entertain that hight 
representatives of the new branches of practice which 
had arisen in this century and now played so important 
a part in the work of healing. True to their traditional 
faith in the proper regulation of medical practice, the 
citizens of London were glad to know that these modem 
specialties were being developed in connexion with the 
universities and medical schools. Failing such recognition 
these methods of treatment might have been grievous} 
exploited by the type of charlatans who in former days 
were suppressed by the City Guilds. It was especially 
satisfactory that at the request of the British Medical 
Association the Society of Apothecaries now maintained 
a Register of Bio-Physical Assistants qualified to dispens: 
heat, light, and other physical treatments when prescribed 
by medical practitioners. 

Sir Ropert Stanton Woops, president of the congress, 
responding to the toast, spoke in deep appreciation of the 
hospitable welcome given by the City and of Captain 
Elliston’s understanding speech. Sir Lronarp Hm 
urged the need for the creation of a National Institute 
of Physical Medicine for teaching and research. Professor 
I. GunzpurG (Antwerp), referring to the great advances 
made by physical medicine since the first congress in 1905, 
said, ‘‘ We have grown up.’’ Dr. Ricuarp Kovacs (New 
York) acknowledged with gratitude the hospitality of the 
City, and said how happy he was that the congress was 
meeting in a free country. Sir HENRY Gavvaltn, pr- 
posing the toast of ‘‘ The Lord Mayor, Sheriffs, and the 
Corporation of the City of London,’’ laid stress on the 
value of coming together on social occasions such as this, 
and expressed his own debt to a well-loved Lord Mayor, 
the late Sir William Treloar. The Lorp Mayor replied, 
and Mr. Ernest EpspLewnirte, honorary treasurer of the 
congress, thanked the chairman and Public Health Com- 
mittee for their support and generous entertainment. 


England and Wales 


London School Medical Service 


The recent request from the Board of Education to 
education authorities to consider possible deficiencies in 
the arrangements for the school medical service and for 
special schools has led the London County Council to 
make certain observations. With regard to the school 
dental service the Board estimates that in an urban afea 
the minimum standard should consist of one dentist to 
every 5,000 children. In London the number of dental 
surgeons engaged at the sixty-nine school dental cemtres 
and in school dental inspections is equivalent to about 
fifty whole-time officers, or, roughly, about one to every 
10,000 children. Therefore the number of dental surgeons 
employed in London appears to be only one-half of the 
minimum considered necessary in an urban area. Its 
probable, however, that the dental surgeons in London 
are kept more fully supplied with cases than are the 
dental surgeons in the provinces, and that the Board's 
estimate will not be found applicable equally to London 
and elsewhere ; but as dental inspection extends more 
dental services will undoubtedly be required. The Board 
also states that every area should have an orthopa 

scheme for the ascertainment, treatment, and after-cart 
of children suffering from crippling defects. The London 
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County Council may appear among the seventy authorities 
to which the Board refers as not having established such 

hemes, but the position of London is a very special one. 
The provision for orthopaedic treatment in London is, 
in fact, extensive and adequate. The Council has estab- 
lished thirty-two day schools for the physically prone 
with accommodation for 3,537. The schools are regular y 
visited by orthopaedic surgeons. A scheme of after-care 
has long been in existence, and there are ten Visiting 
orthopaedic surgeons employed by the Council in con- 
nexion with its general hospitals, while it maintains three 
special children’s hospitals to which children suffering from 
orthopaedic defects are admitted. There are also nine- 
teen residential special schools for physically defective 
children maintained by voluntary bodies with which the 
Council has agreements. The orthopaedic departments at 
the voluntary hospitals are also eager to undertake ortho- 
paedic care of children, and there are special voluntary 
orthopaedic hospitals at which orthopaedic surgeons of 
the highest repute hold appointments. Again, the Board 
urges that all authorities should have a call upon the 
services of aural specialists, who should maintain liaison 
with the aural surgeons employed at isolation hospitals. 
In London on the education side a whole-time principal 
assistant medical officer supervises the aural work and 
visits the schools for deaf and partially deaf children. He 
is assisted by nine part-time aural surgeons, who work at 
thirteen special ear centres. The co-ordination of the 
fever hospital service with the school medical service has 
been effected. 

The Red Cross Rheumatism Clinic 


The annual report of the British Red Cross Society’s 
cligic for rheumatism contains comparative statistics for 
the first five complete years of work. These and the 
reports of the medical board show that the need for this 
clinic and for a considerable extension of its services 
has been proved beyond all shadow of doubt. The 
total number of attendances for treatment in 1935 was 
89,810, as compared with 77,892 in 1931. Of those 
patients discharged during 1935 51 per cent. were working 
throughout the period of their treatment, and a further 
21 per cent. were off work at the start but proposed to 
return to work when discharged—a striking testimony to 
the success of the clinic in attracting patients suffering 
from the early manifestations of rheumatism. Bearing 
in mind that many factors must modify interpretations of 
statistics, the following are the results of treatment of 
2,314 patients discharged in 1935 with treatinent com- 
pleted : 

Cured or free from symptoms 
Definitely improved 
Unchanged or only 

improved - 
Worse 


50.9 per cent. 
ben ive) a oe = we 
slightly 

tae a | eee 
0.8 ,, 


The financial statements show that, excluding subscrip- 
tions and donations, the clinic has worked at a loss of 
about £3,500 per annum, so the committee is faced with 
the necessity of raising a considerable sum, in addition to 
income from fees, with which to meet the continually 
increasing demands of up-to-date treatment for rheum- 
atism. The medical report makes a point of the number 
of patients at present attending the clinic, including many 
suffering from the early manifestations of rheumatoid 
arthritis, who would derive enormous benefit if they could 
be lifted out of the depression of their home surroundings 
and the strain of everyday life, and sent to the country 
for a lengthy period of convalescence. Such patients, if 
they could be freed from their normal worries and 
anxieties and the exhausting effect of sedentary occupa- 
tions, and treated as long as needed on the basic prin- 
ciple of regulated open-air exposure, sunshine, rest with 
passive movements, diet with “‘ overfeeding ’’ and any 
other treatment thought suitable, would in the vast 
Majority of cases show a considerable and progressive 
improvement, instead of all too often relapsing and 
gtadually becoming more and more crippled and unable 
to gain their livelihood. The clinic tries to take every 
advantage of the facilities offered by the different con- 


” 


suggested where a patient can obtain the protracted rest 
and treatment that is essential if he is to become a social 
asset instead of an ultimate permanent liability. It is 
therefore strongly felt that the equipment of a building 
within reasonable distance of London, of suitable aspect 
and elevation, which could accommodate twenty patients 
and the necessary staff, with grounds large enough for 
extension, would prove an incalculable boon, and fully 
justify the expense involved. 





Scotland 


Housing in Scotland 


In a report by the Department of Health for Scotland 
presented to Parliament, it was stated that as the result 
of surveys made by local authorities, nearly one-quarter 
of the houses examined—namely, 241,000—were over- 
crowded, and the total number of families found to be 
overcrowded was 269,758. It was estimated that 151,368 
new houses were required, and in the three years 1936-8 
the local authorities proposed to complete 54,736. The 
total number of houses surveyed for this estimate had 
been 1,024,992. Overcrowding was found mostly in houses 
of one and two apartments, and the number of such houses 
surveyed was 472,153, of which 183,281 were set down 
as overcrowded, a percentage of 38.8. In houses of more 
than two rooms the overcrowding affected only 10.4 per 
cent. In Glasgow it was found that 74,952 houses and 
82,109 families were overcrowded, and the town council 
proposed to provide 15,300 new houses during the next 
three years. The conditions in Edinburgh, Aberdeen, and 
Dundee were similar, and only one burgh in Scotland— 
Charlestown—was discovered in which no houses were 
overcrowded. New model clauses for town planning have 
been prepared by the Department of Health and issued 
to local authorities for their guidance. Sir Godfrey 
Collins, Secretary of State for Scotland, points out that 
it has become urgently necessary for local authorities to 
consider what they can do to prevent the repetition of 
past mistakes in the large housing developments which 
are imminent, and in the programme of road communica- 
tion adequate for modern traffic conditions which is being 
launched. More open spaces for public recreation and 
allotments should be provided as part of every scheme, 
and he suggests that local authorities might with 
advantage employ recognized planning experts, neighbour- 
ing authorities agreeing to make joint appointments for 
this purpose. 


Chair of Midwifery at St. Andrews 


Professor John M‘Gibbon, who for eight years has held 
the chair of midwifery and gynaecology in St. Andrews 
University, has tendered his resignation for reasons of 
health. Professor M‘Gibbon was born in Edinburgh and 
qualified at the university there. He succeeded his father 
in a large practice in the city, but early specialized in 
midwifery, holding the posts of obstetric surgeon to the 
New Town Dispensary, Edinburgh, and assistant on the 
external staff of the Royal Maternity Hospital. Before 
coming to St. Andrews Professor M‘Gibbon was professor 
of obstetrics in the University of Witwatersrand at 
Johannesburg, and held the associated post of surgeon 
in charge of the Queen Victoria Hospital for Women in 
that city. He has also acted as examiner in midwifery 
and gynaecology in the Universities of Cape Town and 
Aberdeen. 





Glasgow Post-Graduate Courses 


A summer session for post-graduate teaching has again 
been arranged under the auspices of the Glasgow Post- 
Graduate Medical Association. The facilities will fall 
chiefly into two divisions: (a) general medical and surgical 
course, and (b) clinical assistantships. During the last 
two weeks of August and the first two of September a 
whole-time course, for which an inclusive fee is charged, 
will be conducted in some of the general and special 





valescent homes, but, there is as yet no place of the type 


hospitals. The course will include most of the subjects 
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of interest to the general practitioner—the mornings being 
occupied with general medicine and surgical diagnosis and 
minor surgery in the Western Infirmary and the Royal 
Infirmary, and the afternoons with special subjects in the 
special hospitals or departments of the general hospitals, 
two subjects being dealt with each afternoon. In a 
number of the institutions taking part in the work of the 
Association, clinical assistantships, which are limited in 
number, are available in the summer months as well as 
at other times. Full particulars may be had from the 
secretary, Glasgow Post-Graduate Medical Association, 
The University, Glasgow. 





Ireland 





Medical Registration Council 


A meeting of the Irish Free State Medical Registration 
Council was held on May 5th in the office of the Council, 
35, Upper Fitzwilliam Street, Dublin. The President of 
the Council, Dr. Denis J. Coffey, was in the chair, and 
others present were: Professor Henry F. Moore, Professor 
James N. Meenan, Dr. Magennis, Professor Stephen Shea, 
Professor J. W. Bigger, Professor T. G. Moorhead, Pro- 
fessor R. J. Rowlette, Dr. William Doolin, and Dr. R. 
Atkinson Stoney. Professor Moorhead having been intro- 
duced as the representative member of the University of 
Dublin in the place of the late Professor Dixon, the Council 
then passed the following resolution: ‘‘ That the Council 
places on record its deep sorrow for the death of its late 
colleague, Professor Andrew Francis Dixon, its apprecia- 





tion of his services as a member of the Council since its | 


Reports of Societies 
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THE PSYCHOLOGICAL APPROACH 
Address in London by Dr. Adler 


Dr. ALFRED ADLER of Vienna addressed a gathering of 
more than six hundred persons in the Great Hall of the 
British Medicai Association House, Tavistock Square, on 
May 6th, under the auspices of the Medical Society of 
Individual Psychology. The chairman, Dr. C. M. Beavan 
Brown, made some point of the significance of the place 
of meeting. A few years ago, when this subject was 
the ugly duckling of the medical brood,’’ it was 
doubtful whether the premises of the British Medical 
Association would have been available for the meeting. 


Individual Personality the Unit 


Speaking without a note for more than an hour, Dr. 
Adler first suggested how individual psychology differed 
from all other schools of psychology and _ psychiatry. 
Psychology, he said, was a very young science. It was 
only in the seventies of the last century that Wilhelm 
Wundt, the German physiologist, established at Leipzig 
the first chair in this subject, and also the first laboratory 
of experimental psychology. Dr. Adler described himself 
as liking the eclectics, who selected from each of the 
other schools what they believed to be valuable and 
interwove it with the rest. The views of the different 
schools of psychology were often narrow and antagonistic, 
though not because of. human vice or error, and he 
believed that each school contributed something worth 
while. His criticism of the other schools was that they 
devoted themselves to the consideration of parts or con- 
tents of the personality, to instincts, the conscious and 
the unconscious, and so forth. The results of such a 
method did not satisfy him, and the individual psychology 
which he advocated was interested not so much in con- 


tents, or in the various elements within the mind or | 
psyche, but in the whole personality. The individual was | 


always the unit. Individual psychology had in mind the 
words of Aristotle: ‘‘ The whole is earlier than the parts.”’ 
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foundation, and expresses its sincere sympathy with Mrs. 
Dixon and the other members of his family in 
bereavement.’’ The Council had under consideratj 
besides penal business and finance, reports from. the 
inspector to the final examination in midwifery, Among 
the routine business discussed were letters’ from 
Department of Local Government and Public Health ; 
regard to the reports of the committees of the British 
Pharmacopoeia Commission, and a request to appoint 
member of the council on the Therapeutic Substances 
Advisory Committee. Professor James N. Meenan 
unanimously elected to act on the committee for the 
appointed period of office. The Medical Registey of 
Saorstat Eireann, 1936, which has been published, hayj 
been approved by the Council, the session terminated, 


Trinity College, Dublin 


It is announced that Dr. J. W. Bigger, professor of 
bacteriology and preventive medicine in the School of 
Physic of Trinity College, has been appointed Dean of the 
Medical Faculty, in succession to the late Professor A. F 
Dixon, who died on January 15th. Professor Bigger has 
also been nominated to succeed Professor Dixon as 
sentative of the University of Dublin on the Genera 
Medical Council, upon which body his father, Sir Edward 
Coey Bigger, served for ten years as Crown nominee for 
Ireland. Professor Bigger was joint honorary local secre. 
tary with Dr. J. P. Shanley for the Annual Meeting of 
the British Medical Association in Dublin in 19338, and 
has represented the Leinster Branch on the Central Couneil 
of the Association since that year. He has also served 
on a-number of committees at headquarters in London 
and Dublin, and was president of the Section of Pathology 
at the Bournemouth Annual Meeting in 1934. ‘ 


The relation of the whole person to outside problems 
was the material of the individual psychologist. He con- 
sidered the whole personality from earliest childhood. 
The approach towards a person in order to find out his 
qualities, his difficulties, and his relation to the external 
world was made not through talk alone, but through 
watching many more or less unconscious acts. From the 
way a man smiled or shook hands the individual psycho 
logist could detect his relation to outside problems, 
Martin Luther had said that if you wanted to understand 
persons you should watch not their mouth but their fist. 
The individual psychologist had it well in mind that 
human beings did not speak only with their lips but 
with their whole body, through innumerable involuntary 
movements and behaviourisms. Perhaps it was the par- 
simony of even Western languages which forced people 
to use other means of expression—the movement of head 
or eyes, the posture, even the ‘ not-speaking.”” As a 
wife remarked to a husband who was exasperated at her 
reproachful silence: “‘I am not silent ; I only do not 
speak.”’ 


The Problems of Relationship to Life 


The questions put to the patient with a view to cor 
recting the mistaken opinions from which he had built up 
his attitude towards life might be similar to the questions 
asked in an ordinary medical examination, but they 
meant more ; they were designed to elicit not only the 
constitution of the patient, but his relationship to things 
outside himself. There were three unavoidable problems— 
of social relations, of occupation, and of love: of soci 
relations, because mankind was herded together, and 
mutual contacts could not be escaped ; of occupation, 
because they lived on a poor earth crust which compe 
them to work ; of love, because they lived in two sexes. 
The mere age of the patient gave some clue to the nature 
of his problem. With the boy of 10 one might be pretty 
sure that it referred to school or family ; with the git 
of 18, that it referred to love ; with the person of 40 or 30, 
the problem of approaching age. The three great problems 
all concerned the degree of social interest. The first com 
cerned friendship, comradeship, interest in the community, 
in the country, in humanity. The problem of occupatia 
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% lem of love both turned upon the degree of 
2 oe reat, To solve all these problems the social 
feterent must be trained and cultivated. Its inadequacy 
. ‘ounted for the problem. These problem people were 
+ heart afraid of their fellows, they were suffering from 
rm anxiety neurosis, they were like people in a hostile 
country. ; ‘ 
Dr. Adler spoke at some length on problems inherited 
from childhood. Often some questions as to the recol- 
jections of childhood gave a quick approach to an under- 
standing of the personality. Did the person as a child 
cry out in the night? Had he fears of the dark? The 
answers to such questions often revealed a persgn con- 
fronted with a social problem for which he was un- 
uipped. At some point in his early life it would be 
found that his social interest was blocked. This situation 
seemed for some people too simple, but it was explanatory 
of much. When the first child who had been the centre 
of attention was followed by a younger brother or sister 
and his place in the family was narrowed and the care 
given him diminished, a situation arose which he had not 
anticipated, and at that point his social interest stopped. 
The same result might arise from a childish illness during 
which he had received exceptional attention, and then on 
his recovery he was conscious of the withdrawal of it, 
and felt the deprivation. Again, in adolescence he might 
strive to maintain the privileges of childhood, with con- 
sequent timidity and social inadequacy. There was 
always somewhere a mistaken direction, which it was the 
task of individual psychology to discover and to prove 
to the person concerned, showing him where his failure 
arose, and the necessity for an increase of social interest. 


Child Situations 

The lecturer dwelt upon the exceptional situation of 
the only child ; also of the second child, who developed 
differently as compared with the older, and had a better 
chance of competing, the first child being a sort of pace- 
maker. The situation of the only boy in a family of 
girls, of the only girl in a family of boys, the situation 
in a home where there were only boys or only girls, all 
needed special consideration, as did the important rela- 
tion of the child to one of the parents. This last was 
sometimes elicited by asking the patient what was his 
first recollection. Girls leaned more towards the father, 
boys towards the mother. Dr. Adler did not find the 
special sexual significance in this which some psychologists 
believed to obtain. In his view it probably arose from 
the childhood of the parents themselves. The boy would 
be more friendly and protective towards girls than towards 
other boys, and this persisted into adult life, and made 
the father partial to his daughters. Similarly with the 
mother, as a small child she probably liked to be with 
boys, felt an obligation to attract them, and this per- 
sisted when she grew up and had sons of her own. 
Dreams often presented a way of approach to the per- 
sonality. Confronted with a patient having a specific 
dificulty, one could often guess not only what were his 
earliest recollections, but the nature of his recurring 
dreams. People who had a developed personal vanity, 
lacking social interest and unfitted for social life, were 
addicted to ‘‘ falling ’’ dreams ; they had a feeling of 
danger, a sense of being rope-dancers. The structure of 
the dream revealed the personality. Dr. Adler men- 
tioned one case of a timid, withdrawn youth, always 
afraid he would not be appreciated, only active in retreat 
from life. He was wrapped up in the mother-interest. 
His first recollection was that at the age of 4 he was with 
his mother in the country ; his father paid them a visit, 
and he could not recognize his father. He had been 
always afraid of school, his desire being ever to remain 
inconspicuous and to be with his mother. He had not 
repressed this mother-obsession, but had acknowledged 
it quite openly. He came to the psychologist simply 
because he was commanded to do so by his mother. His 
dreams took the form of ‘‘ getting people removed.’’ He 
dreamt, for instance, that he came to the psychologist, 
and someone came forward and told him the doctor was 
hot at home. The boy revealed himself in his dream, 





because if the doctor was not at home then he could go" 
back to his mother. 





A number of questions were sent up to the platform at 
the close of the address. One of these asked how the 
individual psychologist would deal with a case of com- 
pulsion neurosis or obsessional ideas, and the questioner 
mentioned the case of a man who had a persistent idea 
that he had killed a girl. Dr. Adler suggested that this 
idea might be put up as an unconscious barricade between 
the man himself and women in general. It might be 
that he was frightened of women ; again, it might be 
traceable to some actual event, or it might be a complex, 
a case not of guilt, but of the idea of guilt being used as 
an excuse for not going ahead in social relationship and 
interest. 





RADIOLOGICAL LOCALIZATION OF CEREBRAL 
TUMOURS 


At a meeting of the Section of Surgery of the Royal 
Academy of Medicine in Ireland on April 24th, with the 
president, Mr. SETON PRINGLE, in the chair, Mr. ADAMS 
McConneELL and Dr. T. Garratt HarpMan presented a 
joint communication on the radiological localization of 
brain tumour. Dr. Hardman emphasized the importance 
of team work in the diagnosis of these tumours: the 
neurological surgeon must co-operate with the neurologist, 
the oculist, and the radiologist. In some instances the 
x-ray findings were so clear and incontrovertible that a 
diagnosis could be made without any reference to the 
clinical history or neurological findings, but in many others 
localization of a tumour was extremely difficult, even when 
every method of examination had been utilized. A pre- 
liminary examination of the skull by ordinary radiographs 
was first performed before subjecting the patient to more 
drastic procedures such as ventriculography. Reference 
was made to a table compiled by Karl Kornblum of 
Philadelphia showing the incidence of various 4z-ray 
manifestations of intracranial tumours occurring in a 
series of 446 verified cases. These were as follows: 
deformation of the sella turcica, convolutional atrophy, 
calcification of the tumour, widening of the sutures, local 
bone erosion, local hyperostosis, lateral shift of the pineal 
body, and diploic channels. Deformation of the sella 
turcica was found in 64.5 per cent. of the cases. Radio- 
graphs illustrating each condition were shown. 


Ventriculography 


Dr. Hardman then gave a detailed description of the 
radiographic technique employed in ventriculography, 
illustrating it by slides indicating the positions of the 
patient’s head and the radiographs obtained in each. He 
showed a section of the brain and a diagram of the 
ventricular system to demonstrate the effects of blocking 
at various points. He said that the smaller was the 
interchange of fluid and air which would enable a diagnosis 
to be made the less danger there was to the patient. 
The risk cf increasing the intracranial tension by the 
injection of a large amount of air was stressed. A more 
recent method of ventriculography by the injection of 
thorotrast was described, and its advantages over air were 
detailed. With this newer method the third and fourth 
ventricles were more easily demonstrated, owing to the 
fact that thorotrast was diffusible in the cerebro-spinal 
fluid, and the complete ventricular system could be 
visualized in one film with the patient in a sitting posture. 
The elimination of thorotrast was slow, and a film taken 
five months after injection showed traces of this material 
in the ventricles. It was not advisable to use this method 
as a routine, but in special cases it could give valuable 
information not obtainable by air ventriculography. 

Mr. McConnell, dealing with the surgical aspects of 
ventriculography, emphasized the importance of perform- 
ing a complete neurological investigation before the pro- 
cedure, and of being prepared to undertake any surgical 
operation immediately afterwards. He used the method 
not only when the clinical diagnosis was not possible 
otherwise, but also in cases in which the clinical diagnosis 
was fairly definite, for from it he obtained data as to the 
exact site and extent of the tumour which could not be 
gained by other means. He illustrated his remarks by 





lantern slides showing characteristic ventriculograms. 
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Bureau of Human Heredity 


Sir,—I should like to call attention to a new enterprise 
which may be of some interest to medical men. Whether 
these have any particular interest or not in human 
genetics, it will, I believe, cause general satisfaction that 
Great Britain has been chosen as the seat of a Bureau 
of Human Heredity, which is intended to serve as a 
clearing-house for the scientific world in general of 
material dealing with this aspect of the study of man. 

The British National Human Heredity Committee was 
formed in 1932 for the collection of data and the investi- 
gation of human pedigrees, as a branch of the Inter- 
national Human Heredity Committee, founded by the 
International Federation of Eugenic Organizations. The 
committee has now been enlarged as a council, and has 
secured accommodation at 115, Gower Street, London, 
W.C.1, and in collaboration with the Galton Laboratory 
aims at setting up a clearing-house of material on human 
genetics. The council consists of a number of geneticists 
and leading medical men, with Professor Ruggles Gates 
as chairman, Sir Laurence Halsey as treasurer, Dr. J. A. 
Fraser Roberts as honorary scientific secretary, and Mrs. 
C. B. S. Hodson as honorary general secretary. The 
direction of the work is to be in the hands of a small 
executive committee. 

The council would be grateful for any material from 
institutions and individuals, furnishing well-authenticated 
data on the transmission of human traits, whatever these 
may be. Family histories or pedigrees, twin studies, and 
statistical researches are mainly contemplated. As research 
workers and others who send in material may in some 
cases wish to retain the sole right of publication or 
copyright, those who so desire are asked to accompany 
their material with a statement to that effect. 

Reprints of published work would also be most accept- 
able. Many authors, when publishing material, may 
have also collected a number of pedigrees which they have 
been unable to reproduce in detail. It is the object of 
the council that such records, by being included in the 
clearing-house, should not be lost. Those v ishing a copy 
of the standard international pedigree symbols may 
obtain one from the office. Material should be accom- 
panied by all available details in regard to soyrce, diag- 
nostic symptoms, and the name and address of the 
person or persons who vouch for accuracy. All such 
details will be regarded as strictly confidential. The 
other objects contemplated in this enterprise—namely, 
facilities for study, replies to inquiries, and information 
service—cannot be initiated for some time. Announce- 
ment of these activities will be made later.—I am, etc., 

R. RuGGLes Gates, 

May 6th Chairman. 


t\ 





Degenerative Arthritis 


Srr,—In your annotation on the above subject (Journal, 
May 9th, p. 951) you say that “‘evidence in support of the 
degenerative basis of osteo-arthritis is overwhelming,’’ and 
that degeneration of cartilage only becomes a disease if 
accelerated by toxins or other factors. It is now twenty- 
five years ago since attention was called by H. Gilford 
in The Disorders of Post-natal Growth and Development 
(1911) to the degenerative nature of a number of chronic 
diseases with -names ending in “ itis,’’ in all of which 
there were excellent reasons for the view that they were 
not inflammatory but were the result of senile degenera- 
tion exaggerated into disease by occurring before its time. 
Among them were not only osteo-arthritis, but osteitis 
deformans, and the chronic forms of mastitis, prostatitis, 
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nephritis, and metritis, to name some of the chief of 
disorders. Two, or even three, of the four ; 


evidences of inflammation may be absent and no Ca 

microbe discovered ; whereas the structural and funct 

features of degeneration may be complete ang con. 
spicuous. The pathology of these disorders Stands oyt 
much more clearly when they are studied together u 
a group. They are then seen to be quite distinct from 
the inflammations, though inflammation may be super. 
imposed, and it is realized how wrong and misleading jg 
the “‘ itis.’’ It was suggested in 1911 that it would be 
more Gorrect to term this disease ‘‘ degenerative hyper. 


plasia,’’ ‘‘ presenile degeneration,’’ ‘‘ premature senes. 
cence,’’ or, best of all, ‘‘ senilism,’’ the adjective 
being “‘ senilate.’’ The word ‘* hypertrophic ”’ yseq by 


Americans seems to imply that the increase jn size 
is due to an excess of nutrition, whereas, surely, in g 
disease distinguished by local senility there can be go 
question but that the nutrition of the organ affected js 
more likely to be impaired than increased. 

I am emboldened to recall these suggestions becays 
there have of late been many expressions of dissatisfaction 
with our present nomenclature of the diseases mentioned 
especially with those which now pass under the name 
of chronic mastitis, prostatitis, metritis, and osteitis ; byt 
as a fact similar criticism, for similar reasons, has beep 
made of other diseases with similar  characters— 
I am, etc., 


Reading, May 11th. Hastincs GiiForp, 


Adhesions of Joints and Injury 


Sir,—I shall be grateful if you will allow me to take 
up a little of your valuable space with a few comments on 
the interesting lecture by Mr. Watson Jones, published 
in your issue of May 9th (p. 925). 

While the majority of orthopaedic surgeons will agre: 
with most of the writer’s propositions and will welcome 
his clear and authoritative exposition of them, yet there 
are a few of his statements that one feels require 
modification in order that the final impression left on the 
average practitioner may not be a fallacious one, Mr. 
Watson Jones is one of the few orthopaedic surgeons in 
this country who are fortunate enough to have fracture 
cases reach them in the initial stages, and doubtless the 
results he refers to are obtainable in his admirably 
organized service. Most of us, however, are asked to 
amend in the late stages results that leave much to be 
desired. Experience suggests that such difficulties are 
due to two factors, not stressed by the lecturer—that is: 

(1) The old-fashioned pessimism which assures the patient 
that he cannot expect normal function in his limb till many 
months after splints have been removed from a fracture ; and 
equally 

(2) the new-fashioned optimism which encourages him by 
saying that once the bone is solid in good position and the 
muscles over it have been functioning in the splint—at half 
cock, as it were—then ‘‘ ordinary exercise ’’ will restore 
normal function rapidly and inevitably. 

Many of the exponents of the latter theory base their 
belief on the statistics of Bohler’s Vienna clinic, and 
forget that the organization of that insurance hospital 
gives the surgeon a financial stimulus which British hos- 
pital surgeons do not possess, quite apart from questions 
of national psychology. Practical experience ‘teaches 
many of us that such optimism is not justified in regard 
to the ‘‘ Béhler technique ’’ as practised in many parts 
of this country, or even in regard to cases handled by 
Bohler’s pupils abroad. 

As a pupil of the late Sir Robert Jones, and after 
twenty years’ experience in the handling of compound 


‘fractures, I feel that the profession needs reminding of 


one of Sir Robert’s most valuable contributions to ou 
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specialty—namely, his stressing of the fact’ that fre- 
uently it is the presence of adhesions that keeps up 
swelling of the injured part, and by no means always the 
converse, as suggested by Mr. Watson Jones. It is a 
common experience that a manipulation, if scientifically 
carried out, will in a few moments dramatically both cure 
the pain and prevent recurrence of intermittent oedema. 
An important factor in the manipulation, as pointed out 
by Sir Robert Jones and Dr. Mennell, is that the muscles 
should be moved sideways on each other and on the 
pone, and the latter both circularly and laterally, all 
movements which are outside the scope of the patient’s 
own voluntary range and which are calculated to snap 
adhesions without the deleterious stretching referred to 
by Mr. Watson Jones, which not only fails to cure, but 
actually aggravates the symptoms. As he also points 
out, general anaesthesia leaves the surgeon at liberty to 
cause fresh trauma without protest from the patient or 
his muscles, and so may cause effusion and a _ vicious 
circle. Wharton Hood long ago drew attention to the 
same thing when he recorded the dictum of good bone- 
setters that ‘‘ the twist is the thing.’’ 

A single typical case may be quoted: 





Some months ago I had referred to one of my clinics a boy 
of 12 whose right elbow nad been fractured a year previously 
and treated at a cottage hospital on the lines approved by 
Mr. Watson Jones, the anatomical result being shown by the 
x-ray as nearly perfect ; he had tried to carry out normal 
activities for many months, but never gained extension 
beyond 140 degrees and suffered from pain and recurrent 
swelling, which interfered with games, and even writing. Yet 
after a manipulation of the biceps tendon sideways and 
stretching it, as it crossed the shoulder, extension to 160 
degrees was obtained and the function much improved. A 
month later a similar manipulation restored full extension, 
and the use of the dimb has remained normal since. 


Similar results could be quoted for a great variety of 
fractures, and one feels it will be unfortunate if one of 
the results of Mr. Watson Jones’s otherwise valuable 
article is that such cases are delayed still longer in seek- 
ing relief, which can be given so simply. One is, of 
course, delighted to find him stressing the need for gentle- 
ness and caution in carrying out such manipulations, and 
grateful for his warning against the danger of irritating 
the tissues through the carrying of weights, hanging from 
bars, etc., measures which are still more popular than 
they deserve. I hope that the above comments will in 
no sense be taken as carping at a contribution of great 
value in a subject of much practical urgency.—I am, etc., 

M. ForresteR-Brown, M.S., M.D.Lond., 


Senior Surgeon, Bath and Wessex 


Bath, May 10th. Orthopaedic Hospital. 


Treatment of Varicose Diseases 


Sir,—In his otherwise excellent review of the treatment 
of varicose diseases of the lower limbs, in your issue of 
May 2nd (p. 877), Mr. Reginald Payne makes one state- 
ment which, if uncorrected, may deny to many women 
the alleviation of what is often one of the most distressing 
complications of pregnancy. 

The danger due to the ecbolic action of quinine has, 
as Mr. Payne hints, been greatly exaggerated. It is 
doubtful whether quinine is ever capable of initiating con- 
tractions of the pregnant uterus in situ before term. In 
the Tropics very heavy doses are given with impunity by 
injection to pregnant women suffering from malaria, doses 
of 247 grains in seven days and 478 grains in seventeen 
days having been reported.! In attempting the abortion 
of an unwanted child women frequently produce severe 
cinchonism without achieving their aim. 

It is unwise to postpone treatment until after the 





confinement, for though the larger veins often remain 





distended and easily injectable, the smaller ones contract 
and elude treatment, reappearing at the next pregnancy. 
In a series of cases? treated by me at the Radcliffe 
Infirmary, Oxford, the patients were seen once a week. 
Each injection consisted of 1 c.cm. of quinine-urethane 
solution containing 0.133 gram of quinine hydrochloride. 
The total quinine injected at a single sitting varied 
between 0.133 gram and 0.798 gram, the first treatment 
being always confined to one injection of 0.133 gram. 
One case only of cinchonism occurred ; this was not asso- 
ciated with any uterine symptoms. In all patients except 
two the treatment was continued until all obvious veins 
had become sclerosed. One patient, a neurotic woman, 
was so worried by the prick of the needle that she 
refused further treatment. One patient was under the 
treatment at the time of the birth of her child, when 
injections were discontinued. When this patient again 
became pregnant her legs felt so much more comfortable 
than in the early period of her last pregnancy that she 
came to me for the treatment to be completed. The period 
of pregnancy in which the treatment was performed varied 
between the fourth week and term, the majority being 
between the twentieth and thirtieth weeks. No mis- 
carriage occurred. 

The series was begun before the popularization of 
sodium morrhuate as a sclerosing agent, but because in 
the hands of some surgeons quinine appears to give better 
results it was thought worth while to continue the use 
of this drug. To the use of sodium morrhuate in preg- 
nancy there is not even a fancied objection.—I am, etc., 


Oxford, May 5th, RAYMOND GREENE, D.M. 


REFERENCES 
'Adam: Chinihnum Scriptones Collectae, 1925, p. 134. 
*Greene: Journ. Obstet. and Gynaecol. British Empire, 
xxxix, No. 3, p. 601. 
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Analysis of Asthma 


Sir,—The interesting ‘‘ Analysis of the Asthmatic 
Patient,’’ by Dr. James Maxwell, in your issue of May 
2nd (p. 874), emphasizes clearly an important clinical 
point, in that in this disease, as in many others, there 
has been a tendency to excessive subdivision into clinical 
categories, which has an adverse reflection in therapy. 
Dr. Maxwell has brought forward the importance of view- 
ing in any one particular case the possibility of there 
being more than one fundamental cause of the asthmatic 
symptoms. 

In attempting to assess a case of asthma it is very 
apparent that there are a large number of people sub- 
reactionally protein-hypersensitive, and it is not until an 
added burden occurs that they become actually reactional 
—that is, suffer with clinically recognizable symptoms. 
I would say that microbic infection of the post-nasal 
space is the most frequent, and of primary importance, 
among these additional burdens, a fact which receives 
further support from the very satisfactory results of auto- 
genous vaccines. Nevertheless a complete bacteriological 
examination repays the labour spent in the long run, 
the sputum being of the least importance, since there is 
here usually a very mixed flora suggesting a secondary 
infection, due to the primary physiological imbalance of 
respiration from other sources. 

Dr. Maxwell states further the impossibility of arriving 
at a quantitative assessment of the psychological factor 
both of the patient and of his medical adviser. There are 
however, two laboratory examinations that will give a 
satisfactory result and comparison of progress. In the 
infective cases, where bronchitis is a feature, the erythro- 
cyte sedimentation rate proves a useful guide, especially 
in serial examinations. In the great abnormalities ob- 
served in the colloidal reactions by the differential 
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sedimentation test one has another method of assessing 
a case and its progress from an entirely independent 
aspect and quite free from psychological involvement, as 
I have reported to the Asthma Research Council. 

Finally, your correspondents Drs. Evans (April 18th, 
p. 795) and Lattey (May 2nd, p. 911) report two cases of 
severe reactions to ‘‘ dust’’ skin tests, of which the 
following may prove of further interest. 

A boy aged 10, the only son of a widow, had severe asthma 
for seven years and was extremely sensitive to practically every 
protein, including egg, milk, pollen, and his own hair and 
dandruff. Infected tonsils had been enucleated. The post- 
nasal space was infected, pneumococci and Pfeiffer’s bacillus 
predominating. He had been treated by every conceivable 
means without avail, including numevous medicines, inhalants, 
adrenaline, ephedrine, vaccine, desensitization, x rays, and 
urinary proteose. Tested with 0.05 c.cm. of the usual dust 
solution, he developed within half an hour a gross urticaria 
over the whole body and mucous membranes, with a severe 
attack of asthma, a severe headache, with vomiting and 
diarrhoea. Fortunately the attack was quickly controlled 
with adrenaline, and the episode concluded amusingly with 
the enormous delight and gratification of his mother, because, 
despite the numerous vicissitudes the boy had been through, 
‘nobody had ever done that to him before.’’ 


—I am, etc., 


London, W.1, May 7th. Harry COKE. 





Stenosing Tendovaginitis 


Sir,—Shortly after reading the interesting and inform- 


ative article by Mr. W. Moir Brown on “ Stenosing 
Tendovaginitis at the Radial Styloid’’ (Journal, 


September 2Ist, 1935, p. 538) I was consulted by a 
British officer who was complaining of pain in the right 
wrist. Fifteen months previously, while tightening a 
nut on his car, the spanner slipped and caused him 
pain in the right wrist. As it did not improve quickly 
he took surgical advice, and a plaster case was applied for 
ten days with the diagnosis of sprain. There was, how- 
ever, no improvement, and ever since he had been a 
martyr to acute pain in the wrist, which became exquisite 
on certain movements. Flexion of the thumb combined 
with opposition caused pain, as did other simple move- 
ments ; thus he could not open a cigarette case one- 
handed, as the pressure of the thumb on the catch 
caused a prohibitive stab of pain. 

On examination he was very tender near the radial styloid 
the extensor secundi internodii pollicis lay in its 
groove. This tenderness was extremely localized, and was 
absent even one-eighth of an inch to one side or the other. 
Active abduction and extension of the thumb was only accom- 
plished by an effort of will, and caused pain to shoot up 
the back of the forearm ; passive opposition of the thumb 
followed by passive flexion of the terminal phalanx was even 
An x-ray showed on careful examination 


where 


more excruciating. 


a little localized area of periostitis. There was neither 
redness nor swelling to be seen. 
As I had read Mr. Moir Brown’s article only a few days 


before, and, I must admit, had until then been ignorant of 
this condition I hesitated to diagnose stenosing tendo- 
vaginitis at the sadial styloid, and decided to see him again 
after two or three weeks. Re-examination then demonstrated 
afresh so unequivocally that I had further 
I used general anaesthesia 


signs no 
doubts, and proceeded to operate. 
to avoid any self-deception in the matter of thickening of the 
such as infiltration with local anaesthesia might 
occasion. I explored both sheaths ; that of extensores ossis 
metacarpi and primi internodii pollicis was perhaps slightly 
thicker than normal, but that of extensor secundi internodii 
showed a minute constriction as though the thickness of a 
piece of No. 0 catgut had been added to it. This too was 
The tendon itself appeared normal. 


these 


sheaths 


divided. 
The result was very gratifying. All normal movements 
were painless on the tenth day, and powerful active 

















extension with abduction of the thumb was accomplished 
with a surprised smile ; passive flexion still caused slight 
discomfort. After four months he wrote to say that 
strong pressure on the scar was unpleasant, but that 
he regarded himself as completely cured, and added: 
““ Less than a week ago I fired off a hundred Cartridges 
in the afternoon without the slightest effect on my wrist 
—a year ago every shot spelt agony.”’ 

This case is of interest, especially in view of the long 
history, acute onset, and the very small amount of 
thickening of the sheath, in contrast with the gTOsser 
lesions which Mr. Moir Brown has found and described, 
—I am, etc., 

G. B. Tuomas, 


M.B., Ch.B., M.Sc., F.R.C.S.Ed. 
Captain, I.M.S. : 


Peshawar. 





Histidine Treatment of Peptic Uleer 

Sir,—In your comprehensive review of that very excel- 
lent volume The Stomach and Duodenum, by Dr. Euster. 
man, Dr. Balfour, and members of the staff of the Mayo 
Clinic, it is stated that ‘‘ the book is the most up-to-date 
and complete exposition available on the subject of 
diseases of the stomach and duodenum.’’ But it is dis. 
appointing to find that there is no reference, in detail, to 
the use of histidine hydrochloride in the treatment of 
peptic ulcer. As the use of this substance has given 
encouraging results in various European countries during 
the last few years it is to be hoped that later editions 
of this admirable book will present the American point 
of view. 

New procedures, of course, entail prolonged investiga- 
tion before final conclusions are drawn, but observations 
on immediate results of this treatment and, later, statistics 
from the efficient follow-up system which is charac- 
teristic of the Mayo Clinic, would invaluable.— 
I am, etc., 

Hove, May 4th. J. M. 


be 


ANDERSON, M.D. 


Strychnine Poisoning Treated Successfully 
S1r,—The case of successfully treated strychnine poison- 
ing recorded in the Journal of February 22nd (p. 363) 
brings to mind a case of my own, which is, I think, 
worthy of record because of the successful result following 
a not usually accepted method of treatment. 


The case was one of attempted murder, in which several 
men tasted, but only one partook to any extent, of a sand- 
wich cake, in which the strychnine had been in the cream 
filling. As the incident occurred at a labour camp, two miles 
from a telephone and fourteen miles from my _ surgery, at 
2 o’clock on a Sunday, a time interval of at least half an 
hour must have elapsed between the onset of symptoms and 
the application of treatment. The amount ingested was, of 
course, not ascertainable. 

When I arrived the victim, a healthy young man of 25, 
was in acute convulsions and spasms, the slightest stimulus, 
even the act of turning back the blankets, being sufficient to 
initiate violent convulsions. A few questions were sufficient 
to establish the diagnosis (the young man being well known 
to me I was readily able to exclude endogenous toxins) and 
emergency treatment was at once instituted. 

I first brought him under full chloroform anaesthesia, which 
controlled the spasms effectively, then administered apomor- 
phine 1/10 grain. A rapid venesection was then carried out 
at the elbow and about a pint of blood allowed to flow. 
After a quarter of an hour’s anaesthesia the mask was removed 
and the patient allowed to come out of the anaesthetic. Full 
recovery of consciousness was accompanied by a few minof 
spasms, and then the apomorphine acted. I then gave mor 
phine 1/4 grain and stood by to watch. The minor spasms 
gradually died away, and within an hour I was able to put 
him beside me in the car and transfer him to hospital. There 
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was some local reflex spasm for a few days, but under 
bromides he made a rapid and uneventful recovery. 

In thinking over the case I could not but feel that the 
prompt removal of toxin and its rapid subsequent dilution 
in the circulating blood by the venesection played an 
important part in the man’s rapid recovery. Ons 
authority says that if the patient survives half an hour 
from the onset of symptoms he will probably recover ; 
but I think not as rapidly as this man did. 

Venesection has always appealed to me as a rapid 
method for the dispersal of toxin—hence its sniieen “tn 
pneumonia and uraemia—and this case suggests that it 
might be used with success in other types of alkaloidal 

isoning. It has the advantage, of course, of being 
applicable under almost any circumstances. I should be 
glad to hear if anyone has had a similar experience.— 
Iam, etc., 

Cyrit T. Piper, M.B., B.S., M.R.C.P. 

Bute, S. Australia, Apri] 5th. 


Robert Bridges as Medical “ 'Truant” 


Sir,—In his very interesting lecture on ‘‘ Truants 
Lord Moynihan says of Bridges that ‘‘ there is fittle or 
nothing to enable the reader to discover that he was a 
member of the medical profession ’’ (Journal, May 9th, 
p. 945). 

As one who holds, and has expressed, the opposite 
view, may I request a little space: this is a matter of 
interest to all medical men whose outlook is not bounded 
by the four walls of medical science. Consider the following 
drawn almost at random from a host of relevant passages 
in the Testament of Beauty. Bridges has been describing 
the ravishing bird music at April dawn, and then comes 
this delicious little sidelight on the auditory mechanism : 


‘Hast thou then thought that all this ravishing music, 
that stirreth so thy heart, making thee dream of things 
illimitable unsearchable and of heavenly import, 
is but a light disturbance of the atoms of air, 
whose jostling ripples, gathered within the ear, are 

tuned 

* to resonant scale, and thence by the enthron’d mind 

received 
on the spiral stairway of her audience chamber 
as heralds of high spiritual significance ?’’ 
Testament of Beauty, Book I, 75-81. 


Here, in a one-line metaphor, is the whole pathology 
of cataract : 


“dulling the crystal lens of prophetic vision.’’ 
Ibid., II, 669. 


And here is the physician’s apologia: 
“Yet we discredit not all Medicine because 
there be incurable maladies that end in death,— 
nor yet because the leech when he is called in to heal 
an indigestiv stomach, can have no dealing 
directly with the embroil’d co-ordinating cells 
and for the lack of any intelligent knowledge 
of their intimate bickerings, wil have recourse 
to palliativs and sentimental assurances 
of favorable conditions, exercise and air, 
hoping thus to entice them to a better behaviour,— 
or observing some chemical excess in their chyme 
wil deftly neutralize it with a pinch of salt.’’ 
Ibid., IV, 1013-1024. 


That is a conception of gastric disorders and their treat- 
ment held widely by Bridges’s contemporaries. In spite 
of progress in many fields, we might do worse than to 
revert from time to time to that conception. 

Admittedly, these are only instances, but they are signifi- 
cant ones. In order to prove my thesis fully I should 
require far more space than you could possibly give. But 
anyone who studies intimately the Testament of Beauty, 
which is one of the great epic poems of the language, will 
soon be convinced that of its two sources of inspiration 
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one is to be found in biology and medicine ; and that 
if Bridges plays “‘ truant ’’ far or long in the realms of 
Beauty, he is always in close touch, by telephone perhaps, 
with his home, his hospital, and his medical school. 

The other source of his inspiration is in Greek thought, 
and in the poem he seems to be trying to co-ordinate the 
two systems and to effect a reconciliation between them. 
Like the stalactite and stalagmite, the twin systems in 
the cave of his mind seem disparate until coalescence has 
been effected. Then we realize the essential unity of all 
knowledge. 

I would suggest that Bridges is the medical man’s poet 
par excellence.—I am, etc., 


Hull, May 11th. MAvRIcE JAcoss. 





Professor Freud 


Sir,—In your birthday tribute to Professor Freud (May 
9th, p. 949) it may be inferred that Freud was the 
originator of free association. This may be true in so 
far that the methcd employed by psycho-analysts is con- 
sonant with their theories. In the discussions of the 
Psycho-analysis Committee of the British Medical Asso- 
ciation it was established that Francis Galton was the 
inventor of the word-association method, which brought 
to light ideas underlying conscious mental processes, and 
that Jung employed the same method. Whether free 
association is regarded as a development of word associa- 
tion or not, Galton’s pioneer work in exploring the mind 
should not be forgotten.—I am, etc., 


Warrington, May 11th. J. S. Manson. 





Medicines and Appliances Bill 


Sir,—May I be allowed to shed light upon the origin 
and aims of the above Bill. As indicated in your - 
editorial note to Dr. H. B. Morgan’s letter on April 25th, 
that gentleman is flogging the wrong horse. The father 
of the Bill is not the British Medical Association, but 
the Parliamentary Committee on Food and Health, of 
which I have been secretary since its formation. For the 
appearance and shape of the Bill this committee is solely 
responsible, although its introduction was undertaken 
with conspicuous success by Mr. G. A. V. Duckworth, 
M.P., after Captain Elliston’s failure in the ballot. 

The subject engaged the attention of the Parliamentary 
Committee at its first meeting in 1911, and thanks mainly 
to Lord Bledisloe (then Mr. Charles Bathurst) the Govern- 
ment was persuaded, a year later, to appoint a Select 
Committee of the House of Commons. Valuable spade- 
work had been done previously by the British Medical 
Association through the publication of two volumes 
with analyses of secret remedies, while Dr. Alfred Cox 
furnished the Select Committee with evidence of the 
utmost importance. Its members included three repre- 
sentatives of this committee—namely, Lord Bledisloe, 
Mr. Haydn Jones, and Dr. Arthur Lynch. In its action 
the Parliamentary Committee, a predominantly lay body, 
had the co-operation of the Association of Municipal 
Corporations, County Councils Association, Pharmaceutical 
Society, in addition to the British Medical Association 
and Society of Medical Officers of Health. Since taking 
up the matter anew it has also had the aid of the 
Advertising Association, which had established a censor- 
ship on its own account, the National Association of 
Insurance Committees, representatives of the newspaper 
and patent medicine organizations, and the Parliamentary 
Medical Committee. 

The measure was designed, in the words of Bishop 
Welldon in a contemporary, to ‘* deal with a _ serious 
evil’: to pretect the less educated members of the com- 
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munity against fraud and deception of the most heartless 
kind, frequently resulting in illness and premature death. 
Matters cannot be permitted to remain as they are, least 
of all when an amount of agreement never before attained 
has been reached. It is for Parliament to utilize a golden 
opportunity of placing upon the Statute Book an Act 
which would make equally for national health and 
economy. It would, moreover, remove a blot on our 
scutcheon and bring this country into line with the 
Dominion of Canada and with most civilized countries.— 


I am, etc., 
CHARLES E. HEcurt, 


Secretary, Parliamentary Committee 
on Food and Health. 


29, Gordon Square, 
W.C.1, May 7th 


Sir,—Dr. Alfred Cox must really try again. His reply 
(Journal, May 2nd, p. 912) is as weak as the Bill. My 
two points were quite clearly stated. Dr. Cox swirls 
around them brandishing his own special version of 
Governmental malevolence, but does not face them. 
To base general democratic principles on experience in 
the Representative Meetings of a professional organization 
is to build on flimsy ground ; in a representative national 
assembly like Parliament all varieties of conflicting 
opinions and opposing vested interests have to be met 
without the urge of professional cohesion. In a vigilant 
democracy there will always be opposing views. Methods 
must be devised for the expression of healthy opposition, 
and later, of decision. The opposition is entitled to 
defeat a controversial proposal by any legitimate method. 
Dr. Cox now says that in his view obstructionist tactics 
are ‘‘ doubtfully democratic.’’ The obstruction is simply 
to secure delay, and surely for a man to delay decisions 
on issues he regards as unwarranted is fair and honest. 
Abstention is not obstruction. This baby was strangled 
by its absentee friends, who apparently thought the 
subject unworthy of their presence and support. 

The emphasis on the British Medical Association’s 
participation in the Bill was not mine. It was stressed 
in Dr. Manson's letter (Journal, April 4th, p. 723). The 
Editor's footnote to my letter gave an erroneous im- 
pression to many. The committee which supported the 
Bill and sought B.M.A. help was not an official Parlia- 
mentary committee, but a voluntary association of legis- 
lators and other well-wishers anxious to get an agreed 
Act on the Statute Book. That voluntary committee 
missed the boat by omitting consultation with important 
sections. And the sneer on “ intelligence bureau ’’ falls 
flat. Knowledge of an event or incident is surely different 
from an invitation to participate in deliberations or to 
suggest methods of co-operative collaboration that might 
lead to success. My points remain unscathed. 

Dr. Cox’s last sentence shows that he is completely 
out of touch with democratic principles. At this juncture, 
when efforts are being made to establish harmonious 
co-operation between the profession and certain demo- 
cratic forces, such an exhibition is singularly unfortunate. 
A social abuse exists. A submitted Bill is betrayed by 
its friends and lost. And ‘‘so much the worse for 
democracy."’ Does Dr. Cox realize that all these years 
British working trade unionists have lived under many 
social abuses, economic injustices, and personal hard- 
ships? Their proposals for redress have time and again 
been rejected. Yet, being sportsmen, their faith in demo- 
cratic institutions and in the ultimate democratic accept- 
ance of their proposals has held firm in face of constant 
rebuffs, smothering by antisocial vested interests, and 
unfair misrepresentation of their views. Democracy has 
survived many ‘“‘a spoilt child ’’ abuse, and Parlia- 
mentary democracy will survive this explosive outburst 
by disappointed despots over a weak, emaciated Bill 
starved by its trustees.—I am, etc., 


London, N.W.6, May Sth. H. B. Moraan. 





————e 
Voluntary Hospitals 


Sir,—In your issue of May 9th you have a letter oj 
voluntary hospitals from Dr. E. B. Grogono. Had he 
said that there was need of a greater number of ordinary 
hospital beds, there is, I should fancy, no one who would 
not agree with him. What he does say, however, jg 
that the establishment of pay-beds at hospitals, which 
incidentally he approves, has been effected by taking 
ordinary hospital beds and converting them into pay. 
beds, thus cutting down the number of beds available for 
the ordinary hospital patient. 

I am sure that generally Dr. Grogono is under a mis. 
apprehension, and I shall be surprised if there is any 
substance in his statement at all. Pay-beds have gener. 
ally been new beds, and have been an addition to, and 
not caused a reduction of, the ordinary hospital bed. Ip 
present conditions, in which it is generally recognized 
how advantageous to the community as well as to hos. 
pitals the establishment of pay-beds at hospitals would 
be, it is undesirable that the impression made by Dr, 
Grogono’s letter should receive general acceptance.— 
I am, etc., 


York, May 9th. PETER MACDONALD. 





Tuberculin 


Sir,—In reply to Dr. Camac Wilkinson (Journal, May 
9th, p. 960) I have read Tuberculin in the Diagnosis and 
Treatment of Tuberculosis, and my copy was a gift from 
the author. In my recent Tuberculin Handbook there are 
six references to Dr. Camac Wilkinson's work. 

At the Centenary Meeting of the British Medical Asso- 
ciation in 1933 Dr. Wilkinson and I joined forces to 
uphold the value of tuberculin in diagnosis and treatment, 
and so I hoped that he, like myself, had forgotten the 
bitter controversy of 1912. I sincerely regret that he 
should think my acknowledgements of his pioneer work 
to be either inadequate or ungenerous.—I am, etc., 


London, W.8, May 9th. HALLIDAY SUTHERLAND, 


Recruitment of Medical Men in a National 
Emergency 


Sir,—It is really surprising how the recent correspon 
dence regarding ‘‘ the recruitment of medical men in a 
national emergency ’’ appears to have dropped off. Is 
this indicative of the general apathy towards the immi- 
nence of war to be found amongst a large proportion of 
our rulers and the general public as well? Prior to 1914 
there were those who warned us repeatedly about the 
intentions of Germany. They were not listened to. 

The letters of Drs. Boyde (Journal, March 28th, p. 667), 
Booysen, and Leff (Journal, April 11th, p. 774) form 
the best propaganda for a possible aggressive enemy. 
We in Britain do not require to be converted to pacifism. 
How are they to set about converting powerful foreign 
nations to their views? If a man were to take the view 
that burglary was wrong and foolish and that he did not 
believe in it, and therefore left his doors and windows 
open with many valuables in his house, he would promote 
rather than avert burglary unless he could also get at and 
convert all possible burglars to his view. 

If Drs. Boyde, Booysen, and Leff have any experience 
of war or are in touch with the possibilities and require- 
ments of the tremendously advanced technique of a future 
war, they would be in a sweat of anxiety to be equipped 
and prepared in order to ensure a sporting chance of 
survival. Surely it were a far better thing for a non- 
aggressive race to be prepared and so strong as to 
diminish the possibilities of a quick success to a powerful 


” 











OD OD ees 


ion 


o—- > 











er on 
d he 
inary 
ould 
er, is 
Which 
aking 
pay- 
le for 


mis- 
any 
ener- 
and 


May 
and 
rom 
are 


SSO- 


nt, 
the 


ork 


’ moe ewewsier . ss 


= Uo 








May 16, 1936 


—_—_— 


aggressor. In this way, if we are not already too late, 
war may be averted. 

If the danger is real, then there is no time for argument 
amongst ourselves, but we should look for guidance and 
action to our recognized organizations, such as the British 
Medical Association. We are told that the B.M.A. is 
what we, the general practitioners of this country, make 
it. We, like the public, are often inarticulate, and are 
content to leave our vital interests in the hands of, often 
apathetically, elected representatives. This is a matter 
that strikes deeper than just what will happen to our 
practices ; it affects our very existence, and we dare not, 
much less our representatives, preserve apathy towards it. 
—I am, etc., 

London, S.W.2, May 3rd James MELVIN. 


eer 


rhe Injured Workman” 
Sir,—I hope everybody who is interested in medico- 
legal evidence will read ‘‘ The Injured Workman: A 
Medico-Legal Fable of our Times,’’ by Dr. G. F. Walker, 
on page 913 of the Journal of May 2nd. It is a gem 
of purest ray, and illustrates the difficulties the county 
court judges are up against almost daily in valuing 
medical evidence in Workmen’s Compensation Acts cases. 
I was one of the first medical assessors appointed when 
the Acts came into force, and have many memories of 
the discussions with the judges in their attempts to 
reconcile the contradictions of the evidence put before 
them. The last paragraph of the “‘ Fable ’’ suggests a 
drastic solution of the difficulty ; but I fear it would 
be impracticable! Perhaps the committee now sitting on 
the revision of these Acts will evolve some scheme which 
would bring out ,the true value of medical evidence.— 
I am, etc., 
C. H. M. 


May 6th 


-—_—_—_— 





Universities and Colleges 





UNIVERSITY OF OXFORD 
At a congregation held on April 30th the degree of B.M., 
B.Ch. was conferred upon C. D. Coode, Magdalen College. 

The next Dean’s dinner will be held at the Chantecleer 
Restaurant, Frith Street, Soho, W., on. Thursday, May 28th, 
at 7.30 p.m. All medical students wishing to attend should 
communicate with the Dean of the Medical School, Dean’s 
Office, University Museum, Oxford, by May 25th. 

The first examination for the degree of Bachelor of Medicine 
starts on Monday, June 15th, and the second examination on 
Wednesday, June 17th. Names must be received by the 
Registrar of the University by 10.30 a.m. on June 2nd, 1936. 


UNIVERSITY OF LONDON 
University COLLEGE Hospirat MEDICAL SCHOOL 


Professor Charles Singer delivered the first of a series of three 
lectures on the history of medicine at the University College 
Hospital Medical School, University Street, W.C., on May 
14th. The remaining two lectures will be given on Thursdays, 
May 21st and 28th, at 5.15 p.m., on ‘‘ The History of the 
Theory of Infection ’’ and ‘‘ Recent Light on the History of 
Some Tropical Diseases ’’ respectively. The lectures are open 
to all medical students of the University of London. 

Lord Dawson of Penn has been reappointed and Professor 
T. B. Johnston appointed to the Senate for the period 1936-40 
by the Faculty of Medicine and the General Medical Schools 
respectively. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 
At a quarterly meeting of the Royal College of Physicians of 
Edinburgh, held on May 5th, with the President, Dr. W. T. 
Ritchie, in the chair, Dr. Thomas Carlyle Mitchell (London) 
and Dr. John James Black Martin (Dorchester) were elected 
Fellows of the Colle ge. 

The Lister Fellowship was awarded to Lieut:-Colonel W. F. 
Harvey, C.I.E., F.R.C.P.Ed., I.MS. (ret.). 
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Medico-Legal 


SEMINAL STAIN EXAMINATION 

Dr. FRANK W. MarTIN writes from the Forensic Medicine 
Department of the University of Glasgow: 

In order that a definite opinion may be expressed that 
a stain is one from seminal fluid, it is essential that 
complete spermatozoa be found on microscopical examina- 
tion. For medico-legal purposes, especially for production 
in court, a photomicrograph should always be made of 
the slide. The following procedure gives excellent results, 
and being rapid in execution saves much time, since both 





crystals and spermatozoa are shown at once, and may 
be photographed. 

The stain should first be extracted in 0.3 per cent. 
acetic acid, in which it should soak for at least two hours. 
A drop of the stain extract is placed on a slide, and one 
drop of Lugol’s solution added. The slide is then 
examined under the high power. If the stain be seminal 
crystals appear almost at once, and spermatozoa if present 
stand out prominently. The photomicrograph must be 
taken at once because semen cystals rapidly disappear. 

The accompanying photomicrograph was taken by this 
method. 


UNSUCCESSFUL DEFENCE OF AUTOMATISM 
At the recent Manchester assizes a labourer aged 28 was 
convicted and sentenced to death by Mr. Justice Lewis 
for strangling his wife. The defence was that he com- 
mitted the act in a state of automatism in which he 
was completely unconscious. Dr. Reginald Ellis, who 
examined the accused after the tragedy, found that he 
was suffering from hysteria resulting from an injury but 
in a disproportionate degree. Hysteria, he said, could 
give rise to automatism in which acts of violence might 
be committed. It was possible that the accused killed 
his wife without knowing what he was doing at the time. 
The accused was not a normal person, but his abnor- 
mality was not of the type or degree which would be 
regarded as insanity, and automatism was a very rare 
result of hysteria. 

In the short account of the trial available! no summary 
is given of the other evidence, and the jury were appar- 
ently convinced beyond reasonable doubt that the accused 
both knew what he was doing when he killed his wife 
and knew that it was wrong. Automatism is more usually 
pleaded when there is evidence that the accused is an 
epileptic, for it is a fairly common accompaniment of the 


* Manchester Guardian, May 6th, 1926 
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epileptic state. Automatism due to hysteria, of such a 
depth that a fatal act of violence is committed unknown 
to the doer, is so rare that the jury may have felt that 
the defence in this case did not amount to more than 
conjecture. They added, however, to the verdict the 
strongest possible recommendation to mercy. 


Obituary 


A. J. M. MELLY, M.C., B.M., F.R.C.S.Ep. 
It was with deep regret that we learnt last week of the 
death, at the early age of 37, of Dr. André John Mesnard 
Melly, who was shot through the lung by the drunken 
leader of a mob of looters in Addis Ababa while stopping 
his car to assist a wounded Abyssinian. It will be 
remembered that Dr. Melly, in October, 1935, organized 
a British ambulance service for Abyssinia, and sailed on 
November 15th as head of a British Red Cross Unit. He 
took with him two specially designed operating tents which 
could be erected and dismantled within a few hours. 
His personnel consisted of five other doctors, a transport 
officer, a number of native orderlies and lorry drivers, 
and an armed guard of twelve ex-privates of the King’s 
African Rifles. The natural hazards of the work Dr. 
Melly undertook were great enough, and the _ gross 
inadequacy of medical services in Abyssinia must have 
been terribly disheartening to one who was actuated by the 
highest of motives ; but when, in addition to this, his camp 
was bombed by the Italians at Quoram on March 4th, 
five patients being killed and several wounded, it is not 
surprising to hear that his courage and calmness earned 
the unstinted admiration of Abyssinian warriors. That 
he should have been killed when his work had been done, 
and at the hands of those he was trying to help, is a 
tragedy. 

Dr. Melly was educated at Marlborough, Oxford, and 
St. Bartholomew's Hospital. He was awarded the Military 
Cross for service in France during the war. After quali- 
fying M.R.C.S., L.R.C.P. in 1926 he proceeded to the 
B.M., B.Ch.Oxon. in 1929, and the F.R.C.S.Ed, in 1931. 
He was a house-surgeon at St. Bartholomew's Hospital 
and the Hampstead General Hospital, and subsequently 
spent two years in America as instructor in surgery at 
the University of Michigan Hospital. In 1934 he went 
out to Abyssinia and enlisted the interest of the Emperor 
in the establishment there of a hospital and medical 
school. These plans were interrupted by the _ political 
crisis between Abyssinia and Italy, and he returned to 
England. When in May of last year he was informed 
by the Ethiopian Government of the need for a Red 
Cross service he gave the ready response which was to 
lead to his death. 

In his early plan for a medical service for Abyssinia 
it is probable that Dr. Melly saw an opportunity for 
combining missionary ideals with the profession he had 
chosen. When he was an undergraduate he frequently 
preached at the Martyrs’ Memorial, and he had at one 
time thought of becoming a medical missionary. Tall, 
good-looking, well dressed, sociable, completely devoid 
of sanctimoniousness, he concealed from the casual 
the seriousness of purpose and the idealism 
foundation of his character. With his 
profession has lost a_ gallant 


observer 
that were the 
death the medical 
gentleman. 

A memorial serviee for Dr. Melly was held on May 11th 
at the Church of St. Bartholomew-the-Less, within the 


precincts of the hospital ; and another on May 14th at 
St. Martin’s-in-the-Fields, in which the Archbishop of 
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Dr. Francis ROvEs writes : 

When the sad news came through of Melly’s death jp 
Addis Ababa I found myself recalling the varied incidents 
of his attractive and adventurous life. First, service with 
the gunners at the age of 17 in France, an experience g9 
profound to him that he could never afterwards settle 
down to the drabness of prolonged routine existence, §9 
at Oxford began that strange life of conflicting activities 
which looked on the surface like a mere search for 
adventure. I saw the immaculately dressed student at 
St. Bartholomew’s Hospital who _ picked his way 
fastidiously through the curriculum without undue work 
or loss of spirits. Next a period of intensive surgery ag 
house-surgeon to Mr. Rawling, and later as_ surgical 
assistant at Ann Arbor. And finally the long period in 
which he seemed to be waiting for some definite direction 
to his activities. To understand him one has to know 
his mother, a woman who will go out any night in all 
weathers to find the men who have nowhere to sleep 
and to bring them to her hostel. But that side of her 
life we do not see. We see only herself and her daughter 
as they entertain a host of friends, invariably cheerful 
and excellent company. We will never know how many 
people they have helped in one way or another and 
without any advantage to themselves. John Melly was 
the same. Naturally everybody loved him and was the 
better for knowing him. He was the godfather of a 
host of children, who find it very difficult to get on 
without him and won't believe that he is really dead. 

So why Abyssinia? Why the sacrifice of friends and 
comfort for that physical misery which his letters depict 
but which is not easy even to imagine? Those who were 
with him when his ambulance was bombed have told us 
of his capacity for efficient action without any show of 
fear. But from his letters we know that it was the dirt 
and the squalor and the bad food that he could hardly 
bear ; and the sight of the mutilation of his Ethiopian 
friends was more appalling still. Evidently this was no 
mere light-hearted adventure chosen to satisfy his love 
of excitement. And the answer to the problem is that 
John Melly was intensely religious. His religion was an 
inner fire which directed his life but produced no surface 
crust of piety. It drove him to look for some means 
of using his surgical ability where it was most wanted 
and not merely as a means of earning money for himself. 
Having in the course of his search decided that in Ethiopia 
there was a peculiar need for an efficient hospital service, 
he devoted all his efforts towards its organization. The 
need, by a trick of fate, became suddenly acute. A real 
and urgent opportunity arose for him. He took it, and 
in spite of the inevitable difficulties of inertia and opposi- 
tion he fulfilled his promise to the Emperor. And he 
died while helping the wounded in circumstances of the 
utmost danger. The war was over, his job was done. 
And to many this will seem almost the only inspiring 
example that the white races can recently claim to have 
given to the black. 














ARTHUR EASTWOOD, M.A., M.D. 


Late Medical Otticer, Ministry of Health, and Head of its 
Laboratory 


On May 5th, after a few hours’ illness, Arthur Eastwood 
died in his sixty-ninth year. Manchester born, he was 
one of the brilliant group who studied fifty years ago at 
the famous Grammar School of his native city ; among 
them our present Lord Chief Justice. After Greats in 
philosophy at Oxford, Eastwood’s career might have 
taken almost any of the channels which a_ profound 
scholarship and an innate lucidity of thought laid opea 
to him. To those who knew him in his prime it often 
seemed that an academic chair or the higher branches of 





Canterbury took part. 
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the law would have been the proper setting for his acute 
intellect and grasp of detail. It is rare for such a training 
to turn a man to medicine, but when it does we have 
such a@ man as Eastwood was. To Michael Foster 
rimarily this turning was due, for it was Foster's 
philosophic outlook on the institutes of medicine, as 

iology was once so happily entitled, in the Scottish 
schools that led Eastwood to Cambridge and an un- 
ceasing devotion to science as applied to the study of 
human disease. On completing his clinical studies at 

St. Bartholomew's Hospital he graduated in 1901 M.B. 

London University, and in the following year M.D., with 

a thesis on the malignant tumours originating from 

adrenal remnants. It was this, no doubt, which led the 

members of the Royal Commission on Tuberculosis to 
call upon Eastwood when, in January, 1903, they felt 
the need of a first-class histologist to study the tissue 
reactions in their experimental material. For nearly seven 
years he worked in the ‘‘ Royalcot’’ Laboratory, built 
for him at Stansted, Essex, making up with Cobbett and 

the brothers Griffith the team of investigators which did 

so much to render the Commission’s report a monument 

to British scientific thoroughness and a quarry from 
which have been dug most of the foundation stones of 
later work on the bacteriology of tuberculosis. 

When in 1909 the Commission came to an end there 
remained some outstanding questions still to answer, 
notably on the part played by bovine tuberculosis in 
the causation of tuberculous infection in children and on 
the degree of infection with tubercle bacilli of the meat 
of tuberculous pigs. Eastwood was appointed on News- 
holme’s advice to deal with these questions, was given 
the post of inspector of the Local Government Board, 
and called upon to found the Board’s pathological labora- 
tory. This he did; and to his guiding hand is owed much 
of what credit has accrued to the laboratory—later the 
Laboratory of the Ministry of Health—during the sub- 
sequent twenty-three years in which he was its head. 
One of the earliest tasks of the new laboratory was to 
investigate the outbreak of rat plague in East Anglia in 
1911 ; Eastwood's report (with F. Griffith) will remain a 
graphic picture of one of the most curious manifestations 
of that mysterious pestilence, bubonic plague. But it 
hardly reveals the power of organization and of dealing 
with local difficulties, human and material, which East- 
wood had to display. Few men could have gained as he 
did enthusiastic co-operation alike from the village con- 
stable, the farm labourer, and the country squire. 

On the outbreak of war in 1914 the laboratory tackled 
the problem of epidemic cerebro-spinal fever, which 
Newsholme’s epidemiological flair foresaw as the necessary 
consequence of the mass congestion of Army life. East- 
wood’s report on the meningococcus carrier problem, 
with its insistence on the extraordinary proportion of 
carriers among ‘‘ non-contacts,’’ though it clashed with 
previous conceptions, and was not immediately acknow- 
ledged as the true picture, became the basis of adminis- 
tration for civilian health authorities in this disease. 

In later years Eastwood's philosophical bent was mani- 
fested in a long series of articles in the Journal of Hygiene 
on immunological problems. It was a disappointment to 
find how little interest the post-Ehrlich generation of 
pathologists took, and how small their effort was, in 
attempts to synthesize and establish a co-ordinating hypo- 
thesis for the ever-increasing body of observations on 
immunity in its widest sense. Some at least of East- 
wood'’s hypotheses will inevitably be recalled with admira- 
tion when the day comes for immunity to yield up its final 
secrets. He had looked forward in the leisure of his retire- 
ment, which began three years ago, to expressing his views 

in a conspectus of immunology in general, and it is to be 
hoped that enough of this had been achieved to permit 
of its publication, at least in skeleton form. 














Not the least important of Eastwood’s activities during 
his long official life was the giving of advice on bacterio- 
logical questions to the administrative staff at the Local 
Government Board and Ministry of Health. Whether 
in consultation or by official minute, his replies were 
always models of clarity: his caution was equalled only 
by the firmness with which he would maintain and 
express an opinion which he felt was just. No doubt to 
the eager reformer and innovator he might appear cold 
and unresponsive: he was, in fact, by nature reserved, 
and even perhaps intolerant of what he regarded as ill- 
founded enthusiasm. But to Eastwood thought must be 
grounded on strict logic, and an opinion once formed, on 
the full consideration which no one knew better than he 
how to give, was almost sacred, and certainly not lightly 
to be challenged. 

He had iittle liking for even semi-public appearances. 
Though one of the founder members of the Pathological 
Society of Great Britain and Ireland, he rarely attended 
its meetings and scarcely ever spoke. At one time he 
regularly reviewed scientific publications for the British 
Medical Journal: his style was unmistakable: it was, in 
fact, a common remark that Eastwood’s account of a 
scientific paper was not only much shorter but much 
better than the original. His familiarity with the litera- 
ture, especially that of immunology, was probably un- 
equalled, and in that field his surviving colleagues will 
miss his aid perhaps more than in any other. 

His private life was simple, almost austere. Left a 
widower when quite a young man, he did not remarry. 
He had few interests outside his work, though to the end 
his leisure hours went to the tending of his garden, in 
which he knew almost intimately each plant and flower. 
To the few who knew him well he would give freely out 
of his store of memories of academic and official life, and 
to them his death has come as a divorce from exceptional 
intellectual richness and urbanity. 


DAVID MIDDLETON GREIG, M.B., C.M., 

F.R.C.S.Ep., Hon. LL.D. 
Conservator of the Museum of the Royal College of Surgeons 
of Edinburgh 
Many members of the medical profession throughout the 
country and beyond, as well as of the public whom he 
benefited by his science and art, will regret the passing of 
David Greig of Dundee, who died in Edinburgh on 
May 4th. 

He was a member of a family well known and much 
esteemed in medical circles in and around Dundee during 
several generations. Both his grandfather and his father 
practised there—his grandfather during the first half of 
the nineteenth century in pre-Listerian days, when the 
doctor wore ruffles, knee-breeches, hose and buckled shoes, 
and ‘‘ cut for the stone ’’ (several such giant vesical 
calculi successfully removed are now in possession of 
the Forfarshire Medical Association) ; and his father in 
the later part of the century. Both were consulted by 
patients at their shop under the old Town Home, recently 
demolished, where they both prescribed and dispensed 
the few remedies then in use, particularly opium and 
jalap. Frequenters of the shop knew which patient had 
the one or the other: he who had the first tiptoed out 
of the shop bright of eye and flushed of face ; while the 
victim who had the other shot out of the place and raced 
home as fast as his legs would carry him across the High 
Street. Greig’s father saw active military service in the 
Crimean War, afterwards practising for a great many 
years in and about Dundee, until, in the early ‘nineties, 
he was carried off by an attack of typhoid fever. 

David Greig succeeded to his father’s general practice, 
following him in most of the important appointments 
which he had held. Greig himself was educated at the 
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Universities of St. Andrews and Edinburgh. After 
qualifying M.B., C.M.Ed. he became resident medical 
officer at Perth Asylum. After a short period of work 
there, he spent three years as surgeon in the Army 
Medical Staff, serving at home stations and in India. 
Soon after commencing practice in Dundee he directed his 
attention principally to operative surgery. Then began 
a long spell of thirty years on invaluable operative surgical 
and consulting work, only broken by a period of service 
as Army surgeon in the field during the South African 
War. He held the rank of major in the R.A.M.C.(T.) 
after many previous years as a medical officer in the 
Volunteer Force (Artillery). Although the Royal Infirmary 
of Dundee claimed most of his time and attention, his 
services were at the call of practically every philanthropic 
institution in and around the city. Among his many 
appointments Greig was surgeon, then senior surgeon, to 
the Royal’ Infirmary ; demonstrator and lecturer in 
anatomy at University College, Dundee ; medical super- 


intendent of the Baldovan Institution for the Care and 
Education of the Feeble-Minded (in later years being 


chairman of directors of the institution) ; consulting 
surgeon to the Dundee Dental Hospital ; surgeon to the 
Royal Victoria Hospital for the Incurable. He was also 
lecturer in clinical surgery and lecturer on the surgical 
diseases of children, St. Andrews University ; and con- 
sulting surgeon, Arbroath Infirmary. 

Overfull though his days were, yet Greig always found 
time to answer any call, emergency and other, made upon 
him. Always reliable, painstaking in his work, and 
brilliant in his art, he was much in demand by his 
colleagues not only in and about the city, but far beyond 
—in the towns and villages of Angus, Perthshire, and 
Fifeshire. The writer has known him do a complicated 
laparotomy at dead of night in a cottar house by the 
light of a hurricane lamp, utilizing his portable operating 
table, and improvising according to the necessities of the 
case. No matter what was needed for any operative 
procedure, he never, in many remembers Greig 
forgetting even an instrument. 

Big of stature, tall, erect, pale, his quiet voice and 
manner inspired confidence and reassured both 
Even a visit with 
education in the 
‘* dead ’”’ silence, 


years, 


gentle 
patient and doctor wherever he went. 
him to the children’s ward 
management of the sick child: there was 
and the ailing or injured child always seemed pleased to 
see him. I have never known Greig offend or hurt a sick 
child. In order to avoid doing so, chloroform was freely 


was an 


used—Greig ‘‘ hiding’’ behind a screen, leaving the 
anaesthetist to carry on, and to ‘‘ take the blame ’”’ 


For many years he worked literally day and 
night. The writer, as his house-surgeon, can vividly 
recall infirmary operating days. These began at 10 a.m. 
prompt—after a prolonged ward visit, continuing without 
break or relief for him or his anaesthetist until 3 o’clock 


afterwards. 


in the afternoon. Chloroform was the anaesthetic 
invariably used ; one patient was taken after another 
during the whole of that time, Greig working ‘‘ without 


haste, without rest.’’ As a clean dissector of tuberculous 
glands in the neck he had no equal: he frequently 
dissected both triangles on each taking glands, 
lymphatics, connective tissue and all, at the one opera- 
tion—and always successfully. Although many of his 
operations were done for tuberculous disease and abscess 


side, 


of glands and bones and joints—because such were com- 
mon in Dundee in the early years of this century—he did 
laparotomies, trephinings, and many rib resections for 
empyema with equal success—these amongst a host of 
operative procedures of all kinds. 

In the administration of chloroform Greig constantly 
that the heart look after itself if the 


insisted would 


breathing remained regular and audible ; he demanded 
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the undivided attention of the administrator so as to 


obtain a deep-enough, ‘‘ ’’ anaesthesia. If mixtures 


even 
like C.E. or A.C.E. were at times if rarely given, ether 
seldom or never was; but there was safety in givin, 
chloroform for Greig, few calamities ever happening under 
his observant eye. He was a careful, skilful, though 
bold operator, seeming to know no hesitancy in tackling 
any major operative procedure which he deemed to be 


necessary. Several such he himself originated ; and he 
was a capable inventor of surgical instruments and’ 
appliances. Two of these latter, amongst many, were of 


Greig’s designing: the glove sterilizer with bayonet catch, 
and the cylindrical metal box carrying rack for several 
scalpels. 

During almost the whole of Greig’s professional life 
he remained a keen collector of pathological specimens, 
particularly of those relating to the pathology of bone, 
He macerated, dried, and mounted his dry specimens 
himself in an attic room at his house in Tay Street, where 
any summer afternoon “ Greig’s bones ’’ might be seen 
arrayed on the roof bleaching in the sun! His collection 
of skulls and bones of the mentally deficient which he 
gave to the R.C.S. museum in Edinburgh is unique of its 
kind ; in fact, is the most comprehensive and complete 
in existence. During his fifteen years as conservator there 
he rearranged and catalogued all exhibits with the 
clinical as well as the post-mortem record of each so far 
as such existed and could be obtained, so constituting 
the museum as one of the finest teaching auxiliaries in 
the world. He contributed much to medical journals and 
to medical literature generally, always demonstrating the 
high value of a full, carefully elicited clinical history, 
Many of his records of cases and his pavers were com- 
municated to meetings of clinical societies, or published 
in the Edinburgh Medical Journal. He wrote much upon 
mental deficiency, drawing attention to certain clear-cut 
types which had not before been recognized or described. 
His more recent treatise on the surgical pathology of bone 
was the outcome of careful, patient, and _ prolonged 
observation, and casts new light upon the growth and 
repair of bone. Many of his former pupils and colleagues 
must feel that they owed much gratitude to Greig for 
his teaching. 

In later years he was dogged by poor health and an 
inability to move about ; but Greig never complained. 
Those who knew him best felt that he was not the man 
to lose courage when he realized that recovery was 
impossible, but rather that he was one who would “ hail 
death with a cheer ’’ when his time came. In the passing 
of Greig a further link has been severed with the glorious 
past in surgery when the craft was in the making. He 
was one of that courageous band of pioneers who sub 
stantially built up the science and art of surgery of to-day. 

S. Warson Situ. 





JOHN MILLS, M.B., B.Cu. 


Resident Medical Superintendent, Ballinasloe District Mental 
Hospital 


The death of Dr. John Mills of Ballinasloe has removed 
a distinguished member of the Irish mental hospitals 
service and a stalwart worker for the British Medical 
Association in the Irish Free State. He studied medicine 
at Trinity College, Dublin, and graduated M.B., B.Ch., 
B.A.O. of the Royal University of Ireland in 1899, 
obtaining later the diploma in mental and nervous diseases 
of that university. After holding resident hospital posts 
in Dublin he acted as clinical assistant to the Richmond 
District Lunatic Asylum, and thenceforward devoted him- 
self to psychological medicine. For more than forty years 
he was a member of the medical staff of the Ballinasloe 
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Mental Hospital, of which he became medical superin- 
tendent in 1916. ; 

Dr. Mills joined the British Medical Association in 1893. 
He was honorary secretary of the South Connaught 
Division from 1906 onwards, and honorary secretary also 
of the Connaught Branch from 1908 to 1936. He served 
on the Central Council for ten years between 1917 and 
the time of his death, and had been a member of the 
Irish Committee since 1919. He acted also as representa- 
tive at the annual meetings held in Toronto, Sheffield, 
Brighton, Aberdeen, Cambridge, Glasgow, Nottingham, 
Cardiff, and Eastbourne. 





Dr. J. C. Martin sends the following appreciation : 

It was with extreme regret that his many friends learnt 
of the death of Dr. John Mills. By none is his loss more 
keenly felt than his colleagues in the Irish Mental Hos- 
pitals Service—in which he was an outstanding figure. 
His last illness was borne with a courage and fortitude 
remarkable in the extreme. He was a man of great 
ability, high character, blessed with a most happy dis- 
position, and imbued with a profound love and under- 
standing of the sick poor. In his early days he acted 
as house-surgeon in the National Eye and Ear Infirmary, 
Dublin, and afterwards as medical officer of the Trim and 
Union Hospitals and Dispensary Districts. In April, 1891, 
he took up what was to be his life’s work—the care and 
treatment of the mentally afflicted. At first he became 
clinical assistant in the old Richmond District Lunatic 
Asylum (now Grangegorman Mental Hospital), Dublin, 
his ‘chief ’’ being the late Connolly Norman, M.D., 


F.R.C.P.I., the then medical superintendent. In May, 
1893, he was appointed assistant medical officer in 
Ballinasloe District Lunatic Asylum (now Ballinasloe 


District Mental Hospital), where he served till 1916, when 
he was promoted from senior assistant medical officer 
to resident medical superintendent, which post he still 
held at the time of his death. It might be said of him 
that he ‘‘ died in harness.” 

Dr. Mills was a most painstaking and conscientious 
oficial. All his thoughts, heart, and mind were centred 
in his work ; never satisfied to get through his duties in 
a routine fashion, he always carried them out with whole- 
hearted zeal, his first consideration being his patients— 
amongst whom he introduced, with marked success, a 
scheme of occupational therapy, the wool tapestry work 
being especially beautiful. Glowing tributes to his 
memory were paid by the committee of management of 
the institution and also by Dr. English (acting resident 
medical superintendent) on behalf of the patients and 
staff. He was a prominent member of the British Medical 
Association, being the honorary secretary of the Con- 
naught Branch and for some years representative of that 
Division, and a member of Council of the Association. 
He was also a very active member of the Royal Medico- 
Psychological Association, and at the time of his death 
was chairman of its Irish Division. During the war he 
joined the Royal Army Medical Corps, serving in Malta 
and on a hospital ship. 

Outside his profession he was a man of many parts— 
a keen antiquarian and member of the Royal Society of 
Antiquaries of Ireland, an energetic supporter of the 
Ballinasloe District Agricultural Society, and member of 
the East Galway Hunt. In Church matters he was a 
prominent member of several diocesan committees, repre- 
sentative to the General Synod, and diocesan treasurer. 
He loved Connaught and its people, of whom he had a 
thorough knowledge. 

“John Mills ’’ was indeed a typical Irish gentleman, 
whose loss is regretted by innumerable friends, far and 
near. To his widow and family we extend our deepest 


sympathy. 


OBITUARY 








-. Twe Britisa 
MeEpIcaL JouRNAL 


1027 


We announce with regret the death on April 10th at 
Cranleigh of Dr. Ernest Horsrorp BincGLey. He took 
the L.S.A. in London in 1892 and the M.R.C.S., L.R.C.P. 
a year later. He spent many years in India as consulting 
medical officer to the Bengal-Nagpur Railway, during which 
time he edited the journal Neary East for a short period. 
During the war he was registrar at the Third London 
General Hospital, and later he settled in general practice 
in this country. He was a Fellow of the Royal Geo- 
graphical Society, and for many years was a member of 
the British Medical Association. 

Dr. Cecil JOHN RoGerson, M.C., who died on April 
4th at the age of 49, was born in Lewes and educated at 
Brighton. He received his medical training at University 
College Hospital, graduating M.B., B.S.Lond. in 1909, and 
obtained the diplomas M.R.C.S., L.R.C.P. He had held 
the appointments of senior house-physician and house- 
surgeon at Leicester Royal Infirmary. At the outbreak 
of war he received a commission in the R.A.M.C., distin- 
guishing himself by his courage and devotion to duty. 
He was awarded the Military Cross for heroism in attend- 
ing the wounded under fire, and his clinical abilities and 
administrative talents resulted in his promotion to the 
rank of colonel. After the war he joined Dr. Henry 
Preston in practice in Canterbury, and became very 
popular with young and old alike by reason of his sym- 
pathy, which emerged through an outward appearance 
of reserve. He was particularly skilful in obstetrics and 
gynaecology ; he was appointed physician to the Kent 
and Canterbury Hospital, and was in much demand as 
an anaesthetist. Two years ago his health broke down, 
but he made a fair recovery for the time being. A few 
weeks before his death, however, he found it necessary 
to receive sanatorium treatment. Dr. Rogerson joined 
the British Medical Association in 1911. He was un- 
married. 








Medical Notes in Parliament 
[FROM OUR PARLIAMENTARY CORRESPONDENT | 





The business of the House of Commons this week was to 
read the Tithes Bill a second time and make progress with 
other measures. The Midwives Bill was considered in 
Standing Committee on May 12th and 14th. 

On May 12th Sir Robert Gower introduced into the 
House of Commons a Bill to Prohibit the Vivisection of 
Dogs, and it was read a first time without discussion. 

The Education Bill was reported to the House of 
Commons with amendments from Standing Committee on 
May 7th. 

In the House of Commons on May 8th the Shops 
(Sunday Trading Restriction) Bill and the Road Traffic 
(Driving Licences) Bill were each read a third time. The 
Shops Bill, received from the House of Lords, was read 
a second time. 


Voluntary Hospitals (Paying Patients) Bill 


The Voluntary Hospitals Bill passed through report stage 
in the House of Commons on May 8th, and was read a third 
It had already passed the House of Lords, where it 
This Bill does not apply 


time. 
was brought in by Lord Luke. 
to Scotland. 
Amendments on Report 

During the report stage Sir ARNoLD WiLtson moved two 
new clauses. The first proposed that the Charity Com- 
missioners, in making schemes for voluntary hospitals under 
the Bill, should not require to add a saving clause about 
allotments. Mr. Storey said the clause was unnecessary. 
He was advised that an Order of the Commissioners under the 
Allotment Extension Act, 


Bill would not come under the 
1882. The proposed clause was negatived. 

Sir ArNoLD Witson then moved another new clause to 
provide that where any voluntary hospital had already 


obtained by Act of Parliament powers to establish wards for 
paying patients or to do other things authorized by the Bill 
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which were less ample than the powers conferred by the Bill, 
the Charity Commissioners, on the application of the governors 
and aiter public inquiry, could extend these powers to the 
limits permitted by the Bill, and might provisonaily approve 
schemes for this end. He said that as he read the Bill the 
Commissioners had not such power to sanction schemes by 
Provisional Order. Only one Charity Commissioner was free 
to travel the country and inquire into such matters, and unless 
provisional schemes were allowed there would be delay. Sir 
DONALD SOMERVILLE, who as Attorney-General represented 
the Government during this debate, said it was inappropriate 
to put into this statute provisions to avoid a delay whict 
the Bll itself prevented. Sir ARNoLD WILSON said he thought 
that Clause 4, as now framed, tied the Commissioners more 
closely than the Bill did in its original form, and that there 
would in future have to be applications to Parliament. The 
proposed new clause was withdrawn. 

On Clause 2 of the Bill (‘‘ accommodation for, and charges 
to, paying patients ’’) Sir ARNoLD WiLson moved to add that 
modifications of trusts of voluntary hospitals should be ‘* with 
the consent of the Ministry of Health.’’ How far alteration 
was necessary should not be left to the Charity Commissioners. 
rhe time had come for the Ministry of Health to decide 
whether paying patients of a particular type should be con- 
centrated in a particular hospital. There were in Hertford- 
shire eight hospitals, each having somewhat different functions 
each its own independent arrangements, with no co- 
ordinating authority. Mr. Storey, who spoke on behalf of 
the promotors of the Bill, said the amendment would cause 
delay and confusion, but agreed that the time was coming 
when there should be a co-ordinated hospital policy for the 
country. The Bill was not the occasion to start about 
that task 

Mr. Ruys Davies said co-ordination by the Ministry of 
Health should be done on a bigger scale. The Bill only 
covered six voluntary hospitals and contained nothing to 
prevent these charging heavy fees to paying patients. The 
Charity Commissioners ought to have a right to vary a scheme 
under Clause 2, not only at the request of the hospital com- 
mittee, but on their own initiative. The Labour Party feared 
that while extending the accommodation for paying patients, 
which was to the good, Parliament might at the same time 
the accommodation for those patients who could not 
to pay. The amendment was withdrawn. 


Consultation with Local Authorities 
Sir ArNo_tD WiILson then moved another amendment to 
provide that before a scheme was approved there should be 
county or council in whose 


and 


limit 
afford 


consultation with the borough 


area the hospital was situated. He said Mr. Rhys Davies 
was wrong in thinking the Bill would only involve six 


In a few years sixty or eighty hospitals would 
come within its scope. The Education Trust Commissioners 
ind the Endowed School Commissioners were required by law 
to consult the local authorities before coming to a decision. 
Sir Percy Harris seconded the amendment, but Mr. STorREY 
said he could not accept it. Mr. Davip Harris said it was 
in harmony with the Local Government Act of 1929, which 
obliged local authorities and voluntary hospitals to confer 
when changes were effected in the hospitals of one or the 
other. Mr. GeorGe GrirrirHs said he desired that local 
authorities should be entitled to put their case before the 
Charity Commissioners to ensure that the thrifty worker who 
had contributed voluntarily towards the hospital was not 
called upon to pay when he was treated for a serious accident. 
The men at the pit used to work contributed 
£70,000 in ten years to voluntary hospitals. Mr. Storey 
said nothing in the Bill would affect the interests of workers 
who subscribed their penny or twopence a week to voluntary 
hospitals. The general provision of the Bill that existing 
facilities must not be affected was a complete safeguard. 
rhe promoters of the Bill appreciated the need for con- 
sultation between local authorities and voluntary hospitals, 
but the Bill was not the place to bring that out. Under 
it the Charity Commissioners had power to ask any interested 


hospitals. 


where he 


person to appear before them. 
Sir ARNOLD WILSON asked leave to withdraw his amendment. 
This was refused, and the amendment was defeated by 75 to 68. 
On Clause 5 (‘‘ power to Charity Commissioners to make 
rules ’’) Sir ARNotD WiILson moved to provide that the pro- 
posed rules should be notified in the London Gazette and in 





= 
such local papers as the Charity Commissioners might direct 
The amendment was negatived. ; 


Removing Anomalies 


Mr. Storey then moved that the Bill be read a third time 
He said the Bill was promoted by King Edward’s Hospital 
Fund and by the British Hospitals Association to enable hos. 
pitals with trust deeds settled long ago to meet the modern 
demand for pay-beds, in which those who could afford tg 
pay a moderate charge might receive the benefit of those 
modern methods of diagnosis and treatment which could not 
be undertaken without the specialist skill and staff of a 
general hospital, or could only be undertaken elsewhere at 
very great expense, if at all. Voluntary hospitals with moderg 
trust deeds could, and did, provide for all who needed hospital 
treatment, whatever their capacity to pay. As in the past, 
their first duty should be to treat free all cases of sick poor 
but after that they should provide for those persons who 
could afford the charges which were made elsewhere, and 
who, but for the provision of paying beds, would have to 
be treated in the ordinary ward. They could also provide 
for those who could afford to pay charges proportionate to 
their means, and who could not obtain the treatment they 
needed anywhere except in a general hospital. There were 
many hospitals with ancient trust deeds which could not 
legally make such provision, even with money specially ¢ol. 
lected or given for the purpose, and when on occasion they 
had to give treatment which could not be given elsewhere 
they could not legally charge for that treatment, even though 
the recipient might be able and willing to pay. Such a state 
of affairs was not fair to the hospital or to the people of 
the district served by the hospital. The Bill therefore gaye 
to the Charity Commissioners the power to remove such 
anomalies by allowing hospitals to provide pay-beds, provided 
this was not done to the detriment of their first duty—treat- 
ment of the sick poor. No hon. member need have any 
fear that in voting for the Bill he would endanger the treat- 
ment of the sick poor. 


Third Reading 


Mr. Ruys Davies seconded the third reading because the 
Bill released funds which were tied up by trusts, but thought 
the country would reach a stage when all hospitals for treat- 
ment of the sick must be free. Some day the _ hospital 
problem would have to come under review by Parliament. 
Sir ARNOLD WILSON congratulated Mr. Storey on bringing the 
Bill to third reading, but regretted that Clause 5 (Subsection 3) 
authorized the Charity Commissioners to charge fees to the 
hospitals. This was the first time since 1853 that the Charity 
Commissioners would be able to charge fees for any work done, 
These Commissioners were not the proper body to deal with 
the matter. Sooner or later the hospitals must have a special 
body like the Endowed Schools Commission. 

Mr. Maruers said the most pleasing feature of the Bill 
was that it did not apply to Scotland, where at the greatest 
voluntary hospital in Great Britain—the Edinburgh Royal 
Infirmary—3,000 people were waiting to be treated. The Bill 
would establish two waiting lists, one for people to be treated 
free and a shorter one for people to be treated on payment, 
He hoped the passage of the Bill woud not make the Govern 
ment consider it had any right to proceed with a similar 
measure for the voluntary hospitals of Scotland. Those 
interested in Edinburgh Royal Infirmary would fight against 
any idea of revoking the provisions of its charter and making 
it possible to establish pay-beds there. Sir ALAN ANDERSON 
said he would oppose the Bill if it meant that greater con- 
sideration would be shown by voluntary hospitals to those 
prepared to pay. He could not believe that of Edinburgh 
Infirmary or of any hospital which he knew. Hospitals 
were getting enormous voluntary support, and became more 
useful as the community learnt the importance of health. 
The provision of elaborate apparatus during the last fifteen 
years in expensive departments had made hospital balance 
sheets difficult to maintain without help from the patients. 
The Bill would assist the sick poor and also those who could 
pay £4 or £5 a week. Mr. Marktew said the major part 
of the work done by voluntary hospitals for the poor could 
not be done save for the sacrifices of the poor. The majot 
part of the contributions towards the upkeep of the hospitals 
came from those who could not afford to pay £4 or £6 a week, 
He and his friends had asked time and again for a specifi¢ 
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assurance that the poor would not be adversely affected by 
the Bill. ” : 

Mr. STOREY said there was such an assurance in the opening 
words of Clause 4 of the Bill and in paragraph (c) of that clause, 
His own experience was that the provision of accommodation 
for paying patients in any hospital increased the accommoda- 
tion in the ordinary wards. 

Mr. MarKLew said the reference to Clause 4 did not allay 
his apprehensions. He went on to allege that voluntary 
hospitals made the nature of the work they carried on and 
the insufficient support they received into pretexts for paying 
low wages. The Speaker said such matters could not be 
referred to as they were not in the Bill. 

Mr. Messer said that as vice-chairman of a large and 
important hospital near London his experience convinced him 
the Bill would extend rather than restrict hospital accommoda- 
tion. Most hospitals already had the powers which the Bill 
roposed to authorize, and most hospitals in London already 
had fee-paying patients. 

The Bill was then read a third time by 153 to 19. 
Storey and Dr. Howitt told for the Bill. 


Mr. 


Accommodation in Voluntary Hospitals 

Sir Kingsley Wood was asked on May 4th whether his 
attention had been drawn to the danger to public health 
through the inability of the voluntary hospitals to meet 
the demand for accommodation or beds by persons who 
urgently required them. He was further asked to consider 
the appointment of a committee with the power to investi- 
gate with a view to introducing legislation to remedy the 
situation. The Minister replied that he had no evidence of 
such a general shortage of beds in voluntary hospitals. The 
accommodation available in voluntary hospitals had to be 
considered in conjunction with that provided by local author- 
ities. The Local Government Act, 1929, provided for co- 
operation of the local authorities with voluntary hospitals in 
development of the hospital accommodation required to meet 
the needs of their araas. To this end steps had been, and 
continued to be, taken to provide increased accommodation, 
both in voluntary and in municipal hospitals where necessary. 
He saw no necessity for further legislation or for the appoint- 
ment of a committee of inquiry. 


Pulmonary Affections not Identifiable as Silicosis 

Mr. GeorrReyY Lioyp, replying on May 7th to Mr. James 
Griffiths, said there had lately been a number of cases of 
miners suffering from lung troubles which the expert Medical 
Board could not find to be silicosis. It was impossible, in 
the present state of knowledge, to tell whether, or how far, 
these troubles were.due to employment, but the matter was 
being investigated by the Industrial Pulmonary Diseases 
Committee of the Medical Research Council. Consideration 
of further action must await the results of such research. 
Under the arrangements made with the Ministry of Health 
the regional medical officer did not diagnose and certify 
silicosis, but merely conducted a preliminary examination to 
ascertain whether there was reasonable cause to suspect the 
presence of the disease. Mr. Griffiths, in raising this subject, 
asserted that out of 691 applications made by miners from 
South Wales to the Silicosis Medical Board for certificates of 
disablement or suspension during 1934 and 1935, 311 were 
refused, notwithstanding that each of these workmen had 
been certified by his panel doctor and by the regional medical 
officer of the Ministry of Health to be suffering from silicosis 
or anthracosis. 

Answering Mr. James Griffiths on May 6th, Dr. Buran 
suid measures were in progress both to extend the use of 
preventive methods against silicosis in South Wales mines 
and quarries and to develop new or improved methods. 





Nutrition Investigations 

On May 11th Mr. Burier, replying to Mr. Mathers, said 
he was aware of investigations by the League of Nations into 
problems of nutrition, and the recommendation of the mixed 
committee that national committees should be set up to make 
Mational investigations. He also knew that the Conference 
on Rural Hygiene in the Far East and the Congress of the 
Far Eastern Association of Tropical Medicine proposed, in 
their next sessions, to consider nutrition in Asia and the 





Far East. Nutrition had been for some years engaging the 
attention of the Government of India. Nutritional surveys 
in selected areas were being carried out under the auspices 
of the Indian Research Fund Association, which was financed 
by the Government of India. 

On May 11th Mr. Matuers asked the Secretary of State 
for Foreign Affairs whether any steps had been taken, in 
pursuance of the suggestion made by the Pan-African Health 
Conference at Johannesburg, that an African Commission 
should be set up by the Health Committee of the League of 
Nations, and that periodic health conferences should be held 
in Africa at which nutrition should be discussed. Mr. 
BALDWIN replied that certain proposals of the conference had 
been submitted to the Council of the League by the Health 
Committee in a report to be considered at the council meeting 
which was opening that day. 


River Pollution by Sugar Beet Factories 

Mr. SHort, on May 11th, asked the Minister of Agriculture 
if he was aware of the pollution of rivers by the waste water 
of sugar beet factories and by the effluents from dairies and 
factories manufacturing milk products. Dr. Ex.tor replied that 
the Ministry had no powers to prevent and control river 
pollution, which was a matter primarily for the local sanita- 
tion authorities or fishery boards. The Water Pollution 
Research Board advised in 1931 that pollution by sugar beet 
factories could be largely, and in many cases completely, 
prevented by modifications in the factory processes and by 
simple methods of treatment of the waste waters, so that the 
waters could be re-used in the factory. These conclusions 
were communicated to the industry, and a number of factories 
had taken effective steps to prevent pollution. The British 
Sugar Corporation, which would take over control of the beet 
sugar factories if Parliament approved the proposals in the 
Sugar Industry (Reorganization) Bill, might be expected to 
give careful attention to this problem. In regard to dairy 
and milk product factories the Water Pollution Research Board 
had for some months been conducting experiments on effluent 
treatment with the financial co-operation of the industry. He 
hoped that these experiments, with the progress of which the 
industry has kept in close touch, would lead in the near 
future to useful results. 








Two-shift System in Industry 

On May 12th the House of Commons considered the Employ- 
ment of Women and Young Persons Bill (which was amended 
in a Standing Committee) on the report stage. Mr. R. J. 
Davirs moved a new clause providing that an advisory com- 
mittee of eight persons, representing equally the interests of 
employers and workpeople, should be appointed by the Home 
Secretary to advise the Home Secretary generally as to the 
operation of the Bill, and, in particular, as te any complaints 
which might be received regarding the operation of any 
authorization under the Bill. He said that large numbers of 
employers and workers disliked the two-shift system. 

Sir Joun Stmon opposed the amendment. He said that if 
there were a complaint which would justify forthwith the 
cancellation by the Home Secretary of the authority he had 
given the clause would prevent him from dealing at once with 
such a complaint, and he would have to allow an admitted 
evil to go on until he could call the statutory committee 
together to advise him. It would be better to have such a 
committee set up with a much more flexible constitution than 
even the most carefully drafted clause could devise. It would 
be most unwise to try to define this committee in these set 
terms at present. 

Dr. Howitt said that the Departmental Committee, of 
which he was a member, was in favour of setting up a com- 
mittee to advise the Home Office, and he for some time could 
not understand why provision for such a committee could 
not be inserted in the Bill. It was perfectly obvious that 
the composition of the advisory committee as suggested in 
the amendment would not do, and that the Home Secretary 
should have power to vary its composition, in order to deal 
with different matters as they might crop up. Members 
wanted, as he did, to safeguard the workers and to make 
a success of the double-shift system. He had never heard 
of any deleterious effects on the health of persons who worked 
under the double-shift system. Indeed, by granting such a 
system they would make it much more certain that good 
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conditions did prevail. He hoped that the amendment would 

not be pressed, because it was not in the interests of the 

workers. 

The amendment was negatived, the report stage concluded, 
and the Bill read the third time. 

Midwives Bill in Committee 

Examination of the Midwives Bill began in Standing Com- 
mittee of the House of Commons on May 12th. The name 
of Dr. Howitt had been withdrawn from the committee and 
that of Dr. Leech added. Sir Kingsley Wood was in charge 
of the Bill and Mr. Gordon Macdonald was chairman of the 
committee. 

The Responsible Authority 

On Clause 1 (‘‘ provision of domiciliary service of mid- 
wives ’’) Major J. W. Hiitts moved to omit “ supervising ”’ 
from the phrase ‘‘ local supervising authority,’’ which in that 
form would restrict the administration of the Bill to the 
councils of counties or county boroughs. Major Hills said 
that six non-county boroughs outside of London already main- 
tained salaried midwives. The smaller administrative units 
were already the public health services. The Bill would 
establish a diarchy in which the ante-natal and the post-natal 
services would be under the local medical officer of health, 
but the midwife under an authority some distance off. Under 
the Bill ten days after birth was the minimum for attendance 
of the midwife. But if the midwife was not then satisfied 
would she communicate with the local medical officer of health 
or with a county authority some distance away? 

Sir Francis FREMANTLE said the supervising authorities 
from 1902 onwards under the Midwives Acts were councils 
of counties and of county boroughs. A few exceptions had 
lately been made to large non-county units, although the 
medical officers of health of the county and county borough 
units regretted it. Under Major Hills’s proposal the super- 
vision and discipline of midwives would continue in the hands 
of counties and of county boroughs. Control by these author- 
ities would not mean that the midwives would not work in 
with other activities. These activities included working with 
the municipal hospitals, which in the main were run by 
the counties and county boroughs, and were making increasing 
provision for septicaemia and for special maternity cases. 
A midwife appointed by the larger authority could be changed 
about if the place to which she was appointed proved un- 
suitable. There was another aspect—namely, that the length 
and thoroughness of the training of midwives was being in- 
creased. Could commensurate remuneration be assured by an 
uuthority which only employed one midwife, or two? But 
rules should be laid down ensuring that the larger authority 
should put the midwives absolutely at the service of the 
smaller local authorities in whose district they served. 

Mr. MicuaEL BeauMOoNT said that, generally speaking, the 
powers of the Bill could be better used by the larger author- 
ities, as experience of the Town Planning Act showed. Would 
Major Hills restrict his proposal to non-county boroughs of 
over 20,000 population which already operated a_ suitable 
service? Mr. SILVERMAN said he represented two non-county 
boroughs—Nelson and Colne. Colne had exercised permissive 
powers to set up an excellent maternity service and excellent 
institutions, and in the last two years had no maternal mor 
tality at all. Under the clause the supervising authority 
would be over thirty miles away, and no improvement could 
result. 

Captain ExLttston said the Royal Sanitary Institute and the 
Society of Medical Officers of Health supported the amend- 
ment because of the essential importance of co-operation with 
medical officers of health in this domiciliary work. The only 
argument to the contrary was that the midwifery service 
would suffer if broken up into small groups. The Minister 
himself, however, could enforce uniformity of salary, training, 
superannuation, and so on sufficiently to give cohesion to the 
service throughout the country. Mr. Ruys Davies said every 
party was divided on this issue. The debate had too much 
expressed the jealousy of the local authorities for their powers 
and rights. Under Major Hills’s amendment, as expanded 
by a subsequent amendment to Clause 5, the Rhondda Urban 
Council, with about 150,000 inhabitants, would not receive 
the powers which were to be granted to a non-county borough 

council of 5,000 inhabitants. The compromise suggested by 
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Government Reply 

Sir KINGSLEY Woop thanked the committee for the fi; 
statements of both points of view. He hoped the comm 
would accept the proposals of the Bill. He considered 
matter solely with the object of establishing a good midwif, 
service, which the Bill was much more likely to secure, = 
proposals of the amendment would include smaller authorities 
which had done good work in maternity and child welfar. 
service, and whose co-operation was essential to ¢ ; 
of the Bill. That co-operation had already been pit 
The amendment would mean the inclusion of seventeen non. 
county boroughs, each with a population below 25,000, Each 
of those units could not employ more than two or three 
midwives, which did not give the mothers an adequate choice 
of midwives. He wished to give the widest choice. Improve. 
ment of the status of midwifery would be impossible under 
small authorities, who could give no chance of promotion and 
advancement. Why did the Institute of Midwives, the Central 
Midwives Board, and the Joint Council of Midwifery all desire 
the proposals of the Government? He offered two under. 
takings. As regards the smaller local authorities at present 
employing midwives, the larger authorities would have to 
consult these, but the decision about utilizing the services of 
the smaller authorities would rest, on appeal, with the 
Minister of Health. He would give careful consideration tp 
any application so made. These authorities had possessed the 
power of employing midwives for some time, but, in fact, only 
employed twenty-five midwives in all, distributed am 
eighteen authorities. Others might have good reasons {oy 
not doing so, such as arrangements with hospitals. Logeal 
authorities not now included would also be able to make 
application under Section 62 of the Local Government Act, 
1929, and he promised sympathetic consideration to these 
also. Those who had once been refused could apply again, 
and a decision would be come to on the merits. 

On a division Major Hills’s amendment was defeated 
by 36 to 11. 

Mr. A. M. Lyons moved to insert words “‘ to provide that 
the committees of pre-natal clinics should be consulted when 
arrangements were made for midwifery services, as well as 
the voluntary organizations and welfare councils already 
referred to by Clause 1.’’ Mr. GeorrreyY SHAKESPEARE said 
Mr. Lyons’s purpose was covered in the Bill. The Ministry 
would examine the point again, and if doubt remained would 
see that it was removed. 

The amendment was by leave withdrawn. 


Services of Voluntary Organizations 

Mr. Ruys Davies moved to leave out from Clause 1 the 
reference to voluntary organizations. He said the Labour 
Opposition would vote unanimously for removing all references 
to voluntary organizations from the Bill. The midwife must 
be made a more efficient servant of the public, yet the Bill 
proposed to continue in part the ‘‘ voluntaryism ’’ which had 
failed. In the name of progress and efficiency this service 
should be thrown entirely upon the local authorities. Work 
for the voluntary organizations would still be provided by 
women who preferred not to employ the municipal midwife. 
Once the local supervising authority handed over part of its 
work and a contribution to a voluntary organization, sub- 
scriptions to that organization would fall off proportionately. 

Miss WILKINSON said employment of voluntary orgamiza- 
tions would break down the standards and training of mid- 
wifery. Voluntary nursing organizations felt that a nurse 
was in part remunerated by the satisfaction of being @ 
ministering angel, and that therefore there was no need to 
pay her properly. Class feeling also entered into the matter. 
Working-class mothers, in her experience, sometimes objected 
to being advised by ladies from voluntary organizations. 

Mr. Micuaet Beaumont said voluntary organizations were 
free from the red tape and extravagance of local authorities. 
It would be a thousand pities to jettison the voluntary work 
and start afresh. Local authorities had in the past jettisoned 
valuable work and replaced it by a more extravagant, but 
not more efficient, service. Miss RaTHRoNe said this quest.on 
of life and death should not be the stalking-horse of theorists. 
She thought the Labour Party was wrong in its view. The 
voluntary organizations had established a service and accwmlr 
lated a vast body of practical experience. Were local author- 





Mr. Michael Beaumont would not be satisfactory. 
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The members of the local authority would not know the 
capacity and character of the midwives as did the women 
in the voluntary organizations, who were in touch with the 
mothers. The committee adjourned till May 14th. 





Nutritional Experiments on Rats.—Mr. Wma. Leacu asked 
on May 7th if the attention of the Home Secretary had been 
drawn to the recent experiments on rats, in which the 
animals were fed on food commonly used by the poor, the 
result being the development of rickets and other diseases. 
Mr. LioyD presumed that Mr. Leach referred to the report 
of a series of lectures contained in the issue of the British 
Medical Journal for February 29th. The experimental research 
on nutrition referred to therein did not appear to have been 


performed in this country. 














The Services 





MOHMAND OPERATIONS: NORTH-WEST FRONTIER 
OF INDIA 

The names of the following have been brought to notice by 
His Excellency the Commander-in-Chief in India for dis- 
tinguished services rendered in connexion with the Mohmand 
operations, North-West Frontier of India, August 15th-16th 
to October 15th-16th, 1935: Lieut.-Colonel R. K. Mallam, 
R.A.M.C. ; Majors C. A. Slaughter and M. P. Power, O.B.E., 
M.C., R.A.M.C., ; Lieut.-Colonel H. B. Scott, O.B.E., I.M.S. ; 
Captain F. J. Doherty, I.M.S. ; Second-class Assistant Surgeon 
B. A. Hoogewerf, Jemadar Jogindar Singh, and Jemadar 
Muhammad Sarwar Khan, I.M.D. 


Medical News 


Sir William Bragg, O.M., President of the Royal 
Society, will distribute the prizes to successful students 
at the London Hospital Medical College and Dental 
School on Friday, June 26th, at 3 p.m. 


The Edinburgh University Club of London will dine on 
June 19th at the May Fair Hotel, with Lord Amulree 
in the chair and the Right Hon. J. Ramsay MacDonald 
as the guest of the evening. Any members who know 
graduates of the University who wish to become members 
are requested to communicate with Dr. Bruce Williamson, 
12, Wimpole Street, W.1. 

The President and Council of the Royal Society of 
Medicine have arranged a reception to be held at 
1, Wimpole Street, W., on Wednesday, June 10th, at 
8.30 p.m., to celebrate the centenary of the Royal 
Medical Benevolent Fund. The President of the Society, 
Dr. Robert Hutchison, and the President of the Fund, 
Sir Thomas Barlow, will receive invited guests from 
8.30 to 9 p.m., and a variety entertainment and light 
buffet supper will follow. As the seating capacity of the 
hall is strictly limited, admission tickets will be issued in 
the order in which applications are received. 


The summer meeting of the Sections of Laryngology 
and Otology of the Royal Society of Medicine will be held 
in London on Thursday, Friday, and Saturday, June 4th, 
5th, and 6th. 


The annual general meeting of the Chelsea Clinical 
Society will be held at the Hotel Rembrandt, Thurloe 
Place, S.W., on Tuesday, May 19th, at 8.30 p.m., when 
Mr. C. Lambrinudi will open a discussion on ‘‘ Backache.”’ 
The meeting will be preceded by a dinner at 7.30 p.m. 

A meeting of the Fever Hospital Medical Services Group 
of the Society of Medical Officers of Health will be held 
at 1, Thornhaugh Street, Russell Square, W.C., on 
Friday, May 22nd, at 4 p.m., when an address on 
“ Medico-Legal Problems in Hospital Practice ’’ will be 
given by Dr. Robert Forbes. 

The Earl of Granard, presiding at the annual meeting 
of the Cancer Hospital (Free), Fulham Road, $.W., on 
May 6th, announced that the King had conferred the 
title of ‘‘ Royal’ on the hospital. 

















The thirty-seventh annual meeting of the General Com- 
mittee of the Lebanon Hospital for Mental Diseases, 
Beirit, Syria, will be held at Friends House, Euston 
Road, N.W., on Monday next, May 18th, at 3.15 p.m. 
Sir Hubert Bond, M.D., Senior Commissioner of the Board 
of Control, will take the chair. 


At a sessional meeting of the Royal Sanitary Institute, 
to be held at Worcester Guildhall on Friday, May 22nd, 
at 5.30 p.m., in conjunction with the Midland Branch of 
the Society of Medical Officers of Health, Dr. A, J. B. 
Griffin will open a discussion on ‘‘ The Survey of 
Overcrowding,’’ and Dr. J. W. T. Patterson a discus- 
sion on ‘‘ Some Medical and Social Aspects of Chronic 
Rheumatism.”’ 


Dr. Alfred Adler will hold a demonstration clinic on 
cases of child neurosis and behaviour disorder at the East 
London Child Guidance Clinic, Jews’ Free School, Bell 
Lane, Bishopsgate, E., on Wednesday, May 27th, at 3 p.m. 


The Minister of Health, Sir Kingsley Wood, will open 
the Middlesex Colony for Mental Defectives, Shenley, on 
Wednesday, May 20th, at 3.30 p.m. 

The Parliamentary Under-Secretary of State for the 
Home Office, Mr, Geoffrey Lloyd, M.P., will inspect the 
National V.A.D. Training Camp of the British Red Cross 
Society at Northwood Park, Sparsholt, near Winchester, 
on Wednesday, May 20th, at 3 p.m. 


The Fellowship of Medicine (1, Wimpole Street, W.) 
announces the following courses: urology, at St. Peter’s 
Hospital, May 18th to 20th; proctology, at Gordon 
Hospital, May 25th to 30th; venereal diseases, at 
London Lock Hospital, May 25th to June 20th ; 
gynaecology, at Chelsea Hospital for Women, June 8th 
to 20th ; medicine, at Prince of Wales’s General Hos- 
pital, June 6th and 7th ; obstetrics, at City of London 
Maternity Hospital, June 13th and 14th ; fevers, at Park 
Hospital, June 20th and 2ist; surgery, at Prince of 
Wales’s General Hospital, June 27th and 28th ; children’s 
diseases, at Princess Elizabeth of York Hospital, July 4th 
and 5th. Courses for M.R.C.P. candidates will be given 
as follows: clinical and pathological, at National Temper- 
ance Hospital, Tuesdays and Thursdays at 8 p.m., June 
9th to 25th ; chest and heart diseases, at Victoria Park 
Hospital, Wednesdays and Fridays at 6 p.m., June 17th 
to July 10th ; chest diseases, at Brompton Hospital, two 
afternoons weekly at 5 p.m., June 15th to July 11th ; 
neurology and psychotherapy, at West End Hospital for 
Nervous Diseases, June §th to July 4th. On June 11th 
(8.30 p.m.), at 1, Wimpole Street, W., Dr. Roland T. 
de Hellebranth will lecture on ‘‘ Present-day Treatment 
of Gastric and Duodenal Ulcers in the United States.”’ 


A course of post-graduate lectures will be given by Dr. 
W. J. S. Reid, at Ancoats Hospital, Manchester, on 
Thursdays, at 4.15 p.m., from May 2Ist to June 11th. 


The Société de Neurologie de Paris has organized an 
international congress, to be held at La Salpétriére on 
May 26th and 27th, when the subject for discussion will 
be the cerebral circulation in its physiological, patho- 
logical, and radiological aspects. Further information can 
be obtained from the general secretary, Dr. Crouzon, 
Avenue de Jéna 70 bis, Paris XVIe. 


The ninth Congress of the French Paediatric Society 
will be held at Bordeaux, under the presidency of Pro- 
fessor C. Rocaz, from May 28th to 30th, when the sub- 
jects for discussion will be insulin treatment in the child, 
epidemiology and pathogenesis of acrodynia in children, 
and dystrophic deformities of the thorax. Further infor- 
mation can be obtained from Dr, Boisserie-Lacroix, Cons 
Xavier-Arnozan 27 bis, Bordeaux. 


At a special meeting of Fellows of the Royal Society of 
Medicine held on April 21st it was resolved that on the 
expiry of the current session the Section of Tropical 
Diseases and Parasitology of the Society shall dissolve 
and cease to exist. 

The Home Secretary has, by warrant bearing date 
May Ist, appointed George Hugh Culverwell, O.B.E., 
M.D., B.Ch., D.P.H., to be an inspector for the purpose 
of the Cruelty to Animals Act, 1876. 
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Letters, Notes, and Answers 


A'l communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

MRIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 

their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are required, as proofs are 

: not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER of the British Medical Association and 
the British Medical Journal is EUSTON 2111 (internal exchange, 
five lines). 

The TELEGRAPHIC ADDRESSES are 

EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 
FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London, 
MEDICAL SECRETARY, Medisecra Westcent, London. 
address of the B.M.A. Scottish Office is 7, Drumsheugh 
Edinburgh (telegrams: Associate, Edinburgh; tele- 
phone: 24361 Edinburgh), and of the Office of the Irish Free 
State Medical Union (I.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (télegrams: Bacillus, Dublin ; telephone: 62550 Dublin). 


T he 
Gardens, 





QUERIES AND ANSWERS 


Treatment of Enuresis 

‘““K. M. C.”’ would welcome suggestions for the treatment 
of enuresis in a boy of 74. The child is otherwise normal 
and healthy, and not unduly excitable. He was circumcised 
as a baby, and eye and stool examinations are negative. 
Care is taken with his diet, and no fluid intake allowed 
after 5 p.m. ; he is taken out of bed at 9.45 p.m. to pass 
urine, but does not wake ; if left longer he is wet, and is 
almost invariably wet in the morning. Various drug treat- 
ments, including belladonna and luminal, have been tried, 
with temporary success, but on stopping treatment relapse 
has occurred. Can any reader advise treatment by sugges- 
tion from personal experience? 


Income Tax 
Alterations to Surgery 
‘‘J. M. M.” had some alterations made to his surgery, 
including the replacement of a wooden waiting room with 
a brick structure. Is he entitled to any deduction for this 
expenditure ? 

** No. The expenditure falls within the 
contained in Rule 3 (g) applicable to Cases I 
Schedule D—that is, that ‘‘ no sum shall be deducted 
respect of . any capital employed in improvements of 
premises occupied for the purposes of the . profession.”’ 
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LETTERS, NOTES, ETC. 


Anthropophobia 
ord Davies writes from Thorney House, Smith Square, 
Westminster, S.W.1: 1 have read with considerable interest 
the correspondence in your columns on this vital problem of 
anthropophobia, and the suggestion made by Dr. Halliday 
Sutherland that the work of collecting data and stimulating 
research into the problem should be undertaken by “‘ a 
medical branch ’’ of the New Commonwealth Society. At 
present the society is assisted by a research institute, which, 
with the co-operation of a large number of eminent inter- 
national jurists and publicists, is investigating the problems 
of ‘* peaceful change ’’ and the equitable settlement of 
international disputes. It also co-ordinates the activities of 
military experts who are concerned with making collective 
security a reality. In addition, the society enjoys the 
co-operation of a Churches Advisory Committee and an 
Educational Advisory Committee. There can be no possible 


— 


doubt that by undertaking a scientific investigation into 
this important question the medical profession would be 


making an outstanding contribution to the cause of world 
peace. I need hardly say that the New Commonwealth 


LETTERS, NOTES, AND 





ANSWERS T 
ot : i 
- 5 on ee 
Institute would be prepared to do everything in its 

to assist in this task by endeavouring to Co-ordinate 
activities of those who may be willing to co-ope Sy 
effort. x Perate in this 


Medical Papers and the Lay Press 


Dr. S. Levy Simpson (London, W -1) writes: Some while 
you were good enough to permit some Correspondence ; 
your columns in reference to the question of the po * 
press extracting certain articles from medical journajs ay) 
mentioning the name of the author. I believe that ” 
physicians and surgeons who had been thus involy 
without their knowledge and consent wrote and urged rs 
an appropriate medical body shou'd take steps to ta 
this. I have just been similarly embarrassed jn sthdant 
to the article on epidemic cervical adenitis that sone 
in a recent issue of the British Medical Journal (May 2nd 
Although it may not be possible or advisable to take a ; 
legal steps, it may well be that an appropriate repement. 
tion by those entitled to speak for the profession would be 
received in an understanding spirit by those who contro] the 
popular press. Individual protest can only be made after 
the event. 

*," Our experience is that representations, whether indi- 
vidual or collective, are idle. 


Teaching of Radiology 


Professor G. A. CrarK, M.D., Dean of the Faculty of 
Medicine, University of Sheffield, writes: In the account in 
the British Medical Journal of May 9th of the report on the 
Royal Society of Medicine Subcommittee on the Teaching 
of Radiology in Medical Schools I see no reference to the 
teaching of this subject in Sheffield. I beg to point out 
that our regulations insist that before a student can enter 
for his final examination he must have attended “‘ for three 
months a course in radiology.’’ We have had on the 
University staff since 1924 a lecturer in radiology who js 
honorary radiologist to one of our general hospitals, and 
even before that date instruction was given by Clinical 
teachers. The course includes lectures and demonstrations 
in the radiological department. Radiological anatomy is 
also taught in the department of anatomy during the pre. 
clinical period. 

*.* In the report that was published in the Journal of 
May 9th (p. 956) the phraseology at the end of the section 
under ‘‘ Report of K.S.M. Subcommittee ’’ is slightly 
ambiguous. ‘‘It also wishes to point out that in the 
English schools would read more clearly thus: “It 
also wishes to point out that in some English schools sueh 
instruction is given in diagnosis only, and in others in 
radiotherapy only.’’ 


Dr. Barnardo's Homes 
From January to December of last year 1,396 destitute 
children were admitted to the benefits of Dr. Barnardo's 
Homes. During December the homes admitted 102 children, 


among whom was the 118,000th child to be welcomed 
under the charter ‘‘ No destitute child ever refused 
admission.’’ The family now numbers about 8,300 babies 
and boys and girls—1,455 being under 5 years of age. 


Three hundred boys are in training for the Royal Navy, 300 
bigger boys are being taught useful trades at the Barnardo 
technical school, while in Dorset 100 lads are receiving 
instruction for the merchant service. At the girls’ village 
home, Barkingside, there are 1,500 girls and toddlers in 
residence, and in the boys’ garden city are 700 boys. 


Hospital Furniture Exh bit 

special display of hospital furniture will be on view until 
May 23rd on the ground floor of British Industries House, 
Marble Arch, W. More than thirty firms who specialize in 
furniture and other domestic equipment for hospitals, such 
as chinaware and cutlery, are participating, and all of them 
are tenants of British Industries House. The display, which 
consists of ward and domestic furniture, beds, bedding, 
lighting, and fittings, looks most attractive in open stands 
or arranged in situ. 


> 


Vacancies 
Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 54, 55, 56, 57, 58, 59, 60, 61, 62, 63 
and 66 of our advertisement columns, and advertisemems 
as to partnerships, assistantships, and locumtenencies at 
pages 64 and 65. 
A short summary of vacant posts notified in the advertie 
ment columns appears in the Supplement at page 280. 
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